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This thesis provides an account of a multi component Action Research study that explored the use of restraint in care homes for people who have Dementia. It draws together the key findings and highlights how the work has added to the wider body of nursing knowledge. Key practice and learning points are distilled for those whose roles encompass the development of policy and practice and who may, in the future, wish to draw on the lessons provided by this study with particular reference to the use of restraint and reducing its use in their organisations. 

The study entitled ‘What if I do? But what if I don’t?’ examines the use of restraint in residential care environments for older people with mental health problems on the Island of Guernsey, in the Channel Islands. Whilst the topic of restraint was utilized as the area of investigation, the study also illustrates how the process of managing change that was adopted could be applied to other aspects of care in different settings.
The study was comprised of three major phases, with a phase being defined here as a ‘distinct stage of development’. Each phase comprised of one or more cycles of activity, with a cycle being described here as a ‘periodically repeated sequence of events’. Each cycle comprised up to five stages, with the stages being those described by Kemmis and McTaggart (1982) as follows:

Stage 1. Identification of the problem
Stage 2. Problem concepts investigated and the related literature consulted
Stage 3. Plan of action to address the problem is designed
Stage 4. Implementation of the action plan and monitoring
Stage 5. Reflection stage, changes and modifications to the solution continue to be made.
Data collection during the above involved the distribution of individual questionnaires, followed by senior staff focus groups, a relatives focus group (in phase one only), a review of client documentation, and finally observations of practice. Later staff also provided case study material to capture the impact of the change process.
The initial findings from the study identified a number of ethical and moral dilemmas that staff faced about the use of restraint and suggested that the over-riding reason for its use was the protection of patients and staff. Other challenges involved the emotional aspects of care and the lack of alternative approaches to using restraint.
As the study developed it became clear that staff were not as fully engaged as they might have been. This necessitated a re-think of the initial approach to change to ensure greater staff ownership and recognise the influence of organisational culture. Overall the study achieved both an observable reduction in the amount of restraint being used and brought about early changes to the organisational culture around the use of restraint. 
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Terminology used throughout this thesis.
It is important at this early stage to acknowledge that specific terminology and language have been used throughout the thesis. In line with research and academic guidance for writing, I have, where appropriate, referred to myself as ‘I’, as this is my thesis. However, recognising the collaborative nature of the project it was important also to use the terms ‘us’, ‘we’ and ‘our' as being consistent with the underpinning philosophy of action research. Initially, a core team which included me and the managers of the homes represented the ‘us’, ‘we’ and ‘our’. However, as the study developed, we engaged with all staff to a much greater extent and as a result at this stage the ‘us’, ‘we’ and ‘our’ became more expansive and inclusive.

In addition, the reader will see that several case studies and reflections have been presented as part of the data collected during the study. Where these are presented the text is highlighted in italic and/or bold font to mark them out as direct contributions by the participants. This again was a conscious decision as I wanted the readers to fully appreciate the data gathered and to capture the participants’ thoughts as they presented them, and not just my interpretation of these data.











            Setting the Scene:  An introduction to, and overview of, the study

         1.  Chapter one: The study in perspective
        1.1 Context and setting for the study                                              
  1.2 Background to the study                                                          
               1.3 Dementia, the clinical context  
               1.4 Person-centred care and personhood                                                
               1.5 The study in the UK context
               1.6 Starting the study: Setting up the core group
   2    Chapter two: Reflections on the methodology and methods used
2.1 Which research approach to use                                             
2.2 Action research                                                                        
2.3 Kemmis and Mc Taggart framework of Action Research  
2.4 Deciding on the Methods to be employed
2.5 Developing the questionnaire                                                   
               2.6 Staff focus groups                                                                     
               2.7 Relative focus groups                                                               
2.8 Observation and field work                                                       
2.9 Ethical considerations                                                               
2.10 Analysis of the data                                                                 
               2.11 Overview of how the study developed over time

Chapter three, phase one of the study

                   3.1 Stage one: Introduction and problem identification
                   3.2 Stage two: consulting the literature
                   3.2.1 An overview of the literature search results                              
                   3.2.2 Results of the search strategy and review of the literature       
                   3.2.3 Definitions of restraint      
                   3.2.4 Practices and approaches to care that constitute restraint   
                   3.2.5 When and why restraint is used in practice?                            
                   3.2.6 Nurses’ views on the use of restraint                                        
                   3.2.7 How can restraint use can be reduced in practice?        
                  3.2.8 Alternative approaches to managing risks and subsequently          reducing the use of restraint 
                  3.3 Stage three drawing up an action plan  
                  3.4 Stage four: findings from the first period of data collection                 
                     3.4.1 Response rate and characteristics of the sample                    
                     3.4.2Previous experience of participants                                         
                     3.4.3 Length in post                                                                           
                     3.4.4 Understanding of restraint                                                        
                     3.4.5 Perceptions of current restraint use compared to actual practice   
                     3.4.6 Why staff use restraint and how they feel about its use           
                     3.4.7 Training and education                                                             
                  3.5 Stage five reflections             
 
4 Chapter four:  Phase two of the study

          4.1 Cycle one
          4.2 Stage one: problem identification
          4.3 Stage two: consulting the literature
          4.4 Stage three: developing the action plan in the form of the education and training package
          4.5. Stage four: Findings from the data collection
            4.5.1 Response rate and characteristics of the sample                        
            4.5.2 Understanding of restraint                                                            
            4.5.3 Perceptions of current restraint use compared to actual practice      
            4.5.4 Why staff use restraint and how they feel about its use              
          4.5.5 Stage five: Reflections of the core group                                                                                      
         4.6 Cycle two
         4.7 Stage one problem identification
         4.8 Stage two literature consulted
         4.9 Stage three actions planned
         4.10 Stage four action implemented is monitored, findings from period three of the data collection





  Chapter Five: Phase three: The Revolution begins

     5.1 Stage one identification of the problem
     5.2 Stage two, insights from the literature
     5.3 Analysis, reflection and possible reasons why limited change had occurred to date                                                                                                     
     5.4 Leadership                                                                                    
     5.5 Key points                                                                                       
     5.6 Stage three action plan, developing an action plan
     5.7 Core group Reflections of staff involvement in developing the action plan                                                                                                                                                                                                           
   
Chapter six: Phase three continues, stage four implementing the revised action plan.
    6. Stage four
    6.1 Introduction                                                                                    
    6.2 The 3 D campaign                                                                          
    6.3 Subsequent actions                                                                        
    6.4 Developing the poster                                                                    
    6.5 Developing the Induction leaflet                                                     
    6.6 Developing the link nurse role                                                        
    6.7 Developing the core care plans                                                      
    6.8 Expert panel                                                                                   
    6.9 Consultation about the tools developed                                         
    6.10 Implementing the next action cycle                                              
    6.11 Reflections on actions to date
    6.12 Monitoring the implementation of the action plan

Chapter Seven: Phase three, stage five, results of and reflections on the evaluation of actions
  7.1. Findings from round four of the 'traditional' data collection
    7.1.1 Response rate and characteristics of the sample                              
    7.1.2 Previous experience of participants                                                   
    7.1.3 Understanding of restraint                                                                  
    7.1.4 Perceptions of current restraint use compared to actual practice      
    7.1.5 Why staff use restraint and how they feel about its use                     
    7.1.6 Reflections on the results of the 'traditional' data analysis    
  7.2. Perceptions of the participants using the EA framework                                                          
  7.3 Case studies as reflective indicators of change and the potential emergence of an enriched environment                                                                       
  7.4 Reflections of the case studies presented                                       
  7.5 A manager's reflection                                                                       
  7.6 Personal reflections on my role and learning                                                                                                                                               
  7.7 Insider researcher issues in action research


Chapter Eight: Did the study meet its objectives?

   8.1 Introduction and overview of the study                                           
   8.2 Have the aims of the study been met?                                           

Chapter Nine: Wider implications of the study

   9.1 What has been learnt about restraint practices as a result of the study and therefore been added to the body of knowledge 
   9.2 What are the wider implications of the study for promoting better Dementia care and introducing change to the care sector more generally
   9.3 What does this mean for wider policy, practice and education?           
   9.4 Potential areas for future research                                                          
   9.5 Disseminating and sharing the learning                                                  














List of tables 
Chapter one







            3.1 Summary of definitions of Restraint, pages 74-75                                          
           3.2 Summary of Practices and approaches to care that constitute restraint, page 78
           3.3 Summary of reasons why restraint is used in practice, pages 81-83
           3.4 Summary of Nurses’ views on the use of Restraint, pages 85-86
           3.5 Overview of suggestions to reduce the use of restraint, pages 88-89
           3.6 Summary of approaches to managing risks and subsequently reducing the use of restraint, pages 91-92
         3.7 Response rate from participants, page 97
         3.8 Length in post, page 100
        3.9 Forms of restraint, page 103
        3.10 How often do you use restraint?, page 107




       4.1 Response rates, page 123
       4.2 Forms of restraint, page 126
       4.3 How often do you use restraint, page 130




      5.1 Models of leadership, page 151






   7.1 Is there a policy for the use of restraint?, page 201
   7.2 Top four forms of restraint in use, page 205







 9.1 Key recommendations about restraint practice, page 266
 9.2 The Six Senses, an analysis at the beginning and end of the study, pages 270-272
 9.3 The SARFC Template, pages 273-278
 9.4 Key recommendations, page 280




















1.	The Guernsey needs assessment criteria
2.	Staff Questionnaire developed and used in the study
3.	Letter sent to staff with the questionnaire
4.	Letter sent to invite staff to the focus groups
5.	Form developed and used to confirm consent to participate in the focus groups
6.	Interview schedules developed and used in the focus groups
7.	Letter sent to relatives invite them to attend a focus group
8.	Interview schedule used in the relatives focus groups
9.	Tool developed and used to examine the client records
10.	Tool developed and used to record restraint practices observed in use
11.	 Confidentiality form developed and signed by people undertaking the role of data collector
12.	Proposal developed and sent to the local and University ethic committee’s
13.	PRISMA diagram presenting the overview of the approach to the review of the literature.
14.	 Copy of the presentation to staff at the feedback session following phase one, two and three
15.	Copy of the staff induction leaflet developed and used
16.	Copy of an example of a core care plan developed
17.	  Presentation undertaken at the University of Sheffield







Setting the Scene: An introduction to, and overview of, the study 

This study entitled ‘what if I do?, But what if I don’t?’ is concerned with an action research project into the use of restraint in care environments for older people with mental health problems (dementia) on the Island of Guernsey, in the Channel Islands.

The study arose out of my longstanding interest in the use of restraint with such individuals which stems from my 34 years prior experience as nurse, most of these being with older people who have mental health problems. Shortly prior to this study, I had completed a small-scale study on nurses’ views on restraint which highlighted limited knowledge of the topic and  suggested the need for further work in this area. At about the same time managers on the units I was responsible for thought that restraint use was a potential cause for concern and suggested that action could be taken to address this. The chance to register for a PhD provided me with the opportunity to undertake another study in this area and to explore the issue of restraint and of how to make any necessary changes to practice in much more detail.  This led to the study described in this thesis. 

For the first three years of the study I was the Senior Manager responsible for these clinical areas and restraint therefore seemed a perfect topic to explore, meeting both my personal interests and addressing a genuine clinical concern with direct potential benefit to patients and staff. During the fourth year of the study, my role changed to Assistant Director for Clinical Governance and Chief Nurse, and I no longer managed the clinical areas. Any impact of this is considered later.








Chapter one provides the context and background to the study and also outlines  some of the specific challenges faced when working in an Island setting outside of the National Health Service. This places the study in the context of the UK setting and explores the clinical context of the study including, Dementia, person centred care and personhood. Finally it presents the background to the establishment of the core group that initially lead the study and decided the broad aims that were pursued.

Chapter two 
 Chapter two describes the methodology and methods employed in the study including the rationale for using action research, especially Kemmis and Mc Taggart’s (1982) approach. The periods of data collection along with the methods employed to collect the data are defined and the associated ethical considerations are also addressed.  Colaizzi's (1978)   approach to the analysis of the data used in this study is described within this chapter. Finally, an overview and timeline of how the study evolved over time is presented which illustrates the significant changes that occurred as the study progressed.
Chapter three 
Chapter three presents the initial review of the literature that was used to delineate the  current understanding about restraint. The review identified key themes that helped to shape the direction of the study. Subsequently the first period of the data collected and the results , including the reflections of the core group at this stage are presented. Finally in response to the initial results the development and implementation of a training programme is also outlined. 

Chapter four  
Chapter four presents the findings from the second period of data collection following delivery of the training programme. The rationale for proceeding to a third period of data collection and associated reflections are also presented.  This highlights the limited impact on restraint practice at this point

Chapter five 
Chapter five identifies the rationale behind the dramatic change in the direction to the study that followed a period of reflection on the reasons for the lack of a change to practice. Subsequently the chapter considers the ‘revolution’ that occurred designed so as to facilitate much more active involvement and engagement of the whole staff group. This proved to be a real turning point  in achieving changes around the use of restraint locally. 
Chapter six
Chapter six discusses how we designed and implemented a radically revised action plan. It begins by considering how an extended implementation group was established to develop and take forward what would be known as the ‘3 D campaign’. The nature of this campaign and its various components are discussed more fully. These included the development of a restraint policy and assessment proforma, poster, induction leaflet, the introduction of a link nurse role, core care plans and the formation of an expert panel. Subsequently, the differing evaluation approach that we implemented to better capture this more participatory stance is considered. 

Chapter seven
Chapter seven presents the fourth and final period of data collection which employed both the more ‘traditional’ approach to data collection alongside the participatory model together with case studies. This chapter also presents some reflections on the insider researcher role within the study. This examines previously held assumptions around communication and behaviour.





Chapter eight provides an overall evaluation of the study using Waterman's quality criteria for AR as described in the literature, in order that readers may reach a judgement on whether the study has met its intended objectives. Each of the questions that the framework poses are considered in sequence. 

Chapter Nine
Chapter nine presents a series of discussions around what has been learnt about restraint and what has been added to the body of knowledge as a result of this study being undertaken based on the six key themes previously identified in the literature. It also addresses the wider  implications of the study for policy, practice and education, together with  areas of potential research that others may wish to consider in the future. In addition suggestions for a change readiness tool called SASRFC are presented that it is argued that organisations could use to assess their readiness when preparing to instigate changes in practice. Finally this chapter details how I have shared the learning to date, including  identifying my own future scholarly intentions.














Chapter One: The Study in Perspective

1.1 Context and setting for the study


The study took place on the island of Guernsey in the Channel Islands. Guernsey is situated 30 miles to the west of Normandy in France and 75 miles south of England. It has a land mass of approximately 24 square miles and a population of some 60,000 people. In addition to Guernsey itself the Bailiwick of Guernsey includes a number of other Islands, namely:  Alderney, Sark, Herm, Jethou, Brecqhou and Lihou. 
The Island is governed by The States of Deliberation, which forms Guernsey's parliamentary assembly and comprises: 
	A Presiding Officer, who is ex officio the Bailiff (or in his absence the Deputy Bailiff, as Deputy Presiding Officer)
	Her Majesty's Procurer
	Her Majesty's Controller 
	45 People's Deputies 
	2 Representatives of the States of Alderney






Commerce and Employment (​http:​/​​/​www.gov.gg​/​article​/​1709​/​Commerce-and-Employment​) 
 Export - Finance - Tourism - Construction - Retail - Horticulture - Agriculture - Transport Licensing - Banking - Law - Light Industry - Telecoms - Energy - ITC  Dairy - Manufacturing - Employment Relations - Sea Fisheries
Culture & Leisure (​http:​/​​/​www.gov.gg​/​cultureleisure" \o "Culture & Leisure​) 
 Museum Services (Culture & Heritage) - Leisure Services - Guernsey Information Centre - Channel Islands Lottery - Guernsey Sports Commission – Guernsey Arts Commission - Events GroupEducation (​http:​/​​/​www.gov.gg​/​education​) Island Schools - Further education - Life-long learningEnvironment (​http:​/​​/​www.gov.gg​/​article​/​1711​/​Environment​) 
Planning and Building Control - Traffic and Transport - Environmental Policy
Health and Social Services (​http:​/​​/​www.gov.gg​/​HSSD​) Hospital - Community and Social Care - Public Health servicesHome Department (​http:​/​​/​www.gov.gg​/​homedepartment​)Agency - Safe guarder Services - Broadcasting - Criminal Justice Strategy - Domestic Abuse Strategy - Drug and Alcohol Strategy - Gambling - Electoral Roll - Emergency Planning - Probation Service - Central Services Police and Fire and Rescue Services - Guernsey Prison - Guernsey Border Agency – 
Housing (​http:​/​​/​www.gov.gg​/​Housing​)The States' Corporate Housing Programme - The States’ Social Housing stock - Regulation of Guernsey Housing Associations - Housing Control and Licences - Longue Rue House and Maison Maritaine residential care homes - The States' Home Loans and Home Improvement Loans SchemesPolicy Council (​http:​/​​/​www.gov.gg​/​article​/​4700​/​Policy-Council​) 
Constitutional and External Affairs - Strategic and Corporate Policy - Co-coordinating States Business - Emergency Powers Authority - Island Archives – Human Resources
Public Services (​http:​/​​/​www.gov.gg​/​psd​) 
Airport - Harbours - Roads - Sewerage - Water Supply - Drainage - Landfill - Waste DisposalSocial Security (​http:​/​​/​www.gov.gg​/​socialsecurityhome​) 
The collection of Social Security contributions - The States' contributory Social Insurance Scheme - The States' contributory Health Insurance Scheme - The States' contributory Long-term Care Insurance Scheme - The States' non-contributory schemes - Reciprocal Agreements with other countries.Treasury and Resources (​http:​/​​/​www.gov.gg​/​treasuryresources​) 
The States of Guernsey's financial matters - Guernsey currency notes and coins - Property assessment for TRP purposes - The Cadastre Register of property ownership - The States of Guernsey Digital Map - Corporate Procurement - The corporate ICT Strategy and Infrastructure - The assessment and collection of income tax - The registration of Charities and other Non profit organisations - The States of Guernsey property portfolio - The States of Guernsey annual Accounts and Budget

Table 1.1 The Guernsey Parliamentary Assembly.
Each of these Departments comprises a Minister and four States Members elected by the States of Deliberation. Each Department may appoint up to two non-states Members who do not have a vote. Each Department elects a Deputy Minister from amongst the four States Members.

It is also important to acknowledge at this stage that the legal framework in Guernsey is different from that of the United Kingdom. At the time the study commenced the Island was operating a Mental Health Law that dated back to 1939, and which contains no rights of appeal for patients certified under this law. This changed in 2013 when revised legislation was finally implemented. However, the Island still has no legislation that covers assessment of capacity. Whilst Consultant Psychiatrists and General Practitioners undertake capacity assessments, this is not supported by a legal framework. The law officers within the State of Guernsey are working on revising these laws.

Examining the role of Health and Social Services Department in more detail, it can be seen that both health and social care services on the islands come under its remit.

The Health and Social Services Department has a wide mandate and delivers a range of services including preventing, diagnosing and treating people who have illnesses and diseases. It also provides the Social Services within the Bailiwick. Health and Social Services is the largest employer on the Island employing over 2,100 people. When I commenced the study, it had an annual budget of £84 million. 

The Department has a range of strategies that it continues to implement, subject to resource constraints and Mental Health Services is one of the stated key priorities. Mental Health is an area that has historically been seen as the ‘Cinderella’ of services and has had very few resources allocated for development. The States of Guernsey now acknowledge that this has to change and support is being given to the development of a Strategy. It is, however, important to appreciate the differences in the funding of local Health Care to that of the UK National Health Service. 

Health care in Guernsey is predominantly provided by two key groups. These are General Practitioners, who provide primary care and Consultants who provide (hospital) secondary care. There are three primary care groups (GP practices) in the community and a medical specialist group that provides secondary level of care by Consultants. There are no junior doctors employed by the group. As a result, the service is Consultant led with the medical specialist group being run as a private business. The only exceptions to this are the Psychiatrists, Radiologists and the Pathologist who are employed directly by Health and Social Services.

Primary care doctors are employed in private practice and people are required to pay for their visits to the surgery, for house calls made or treatment in the primary care centre based at the A and E department. If a person is referred for secondary care, all care and inpatient facilities are currently free; this may change in the future due to the financial difficulties faced by the States of Guernsey. 

The secondary level of care is funded by the compulsory health care insurance contributions which are paid for by the working population of the Bailiwick and a separate state funded insurance fund covers the fees for long term care that is provided in hospitals, nursing and residential homes within the community.


1.2 Background to the study

Having set the political scene it is now important to look at the background to the study. As described previously for most of the duration of the study I was the Senior Manager for the mental health services both for Adults and Older People. Services for Older People include:
▪A Memory Clinic service
▪Outpatient services




▪Long-term care facilities. 
▪Day care.

These services offer a range of care and support to a high standard and work closely with family carers using a person centered approach to care delivery. People can access the long-term care facility via a needs assessment panel. Prior to this, they will have had an assessment and their needs will have been fully identified by a team of doctors, social workers, nurses and occupational therapists. The categories for which they will be assessed are: respite, residential, Elderly Mentally Ill (EMI) or nursing home care. Alternatively people can choose to pay privately for their care for which there is no assessment process by the departments.

Following this assessment and if they meet the criteria (appendix 1), they can be awarded a certificate for either respite care, residential care, EMI care or nursing home care. It is this certificate that allows them to access the long term care insurance fund. 

When a certificate has been agreed, the family will look for an appropriate level of care provided in the community. If an individual’s clinical needs are greater, they may access one of the continuing care beds within Health and Social Services; a recommendation would be made by the panel if the care required is so complex that their needs cannot be met in Nursing Homes in the community. The long-term care facilities, where the study was undertaken, are housed in three homes that cater for older adults who have mental health problems, primarily dementia, whose families can no longer look after them at home because of a range of issues such as, lack of sleep, aggressive behaviour and incontinence. 

The Health and Social Services Department on Guernsey still provides long-term care (continuing care) to these patients, as the local private nursing homes are either not established to care for or are unable to cope with the above types of challenging behaviour. The homes in Guernsey used in this study, whilst being funded by the state, would broadly equate with care homes that specialise in dementia care within the United Kingdom. 

All local nursing and residential homes fall under the inspection and regulation of Health and Social Services (HSSD) locally and are required to meet a set of agreed standards. Each home is visited at least twice a year by the inspector, with one visit being unannounced. The Island is not governed by the Care Quality Commission or bound by any UK legislation.

The homes in this study are directly managed by HSSD, and despite offering similar care to the local Nursing and Residential homes, they are not subject to the same level of regulation and inspection, and at present have no formal inspection process. This is currently a topic of debate and an area that is to be addressed with it being suggested that hospitals, including these homes, and the nursing and residential homes in the community should be regulated by an independent body in the future.

The three homes included in the study are identical in their design and within walking distance of each other. The units are L shaped with the large day area in the middle, a conservatory area and two wings off either side. Each of the wings has 10 single bedrooms with en-suite facilities and bathrooms and showers at each end. 

The homes were designed for older people and specifically cater for older people who have Dementia type illnesses. Each home caters for 20 people. Some of the rooms have overhead tracking in-situ to assist people if they become physically frail and need more help and support. In addition, each home has an enclosed garden that is a safe environment for the patients. 
Each home is staffed with an establishment of 25.5 whole time equivalent posts, each team having a ward manager, senior staff nurses and staff nurses who are supported by a range of auxiliary nurses and health care assistants.
The homes also accept student nurses from the adult or mental health branches of nursing through the local Institute of Health and Social Care Studies who has a partnership agreement with the University of East Anglia in relation to the provision of qualifying education for nurses. Students are placed in the homes in the first year of their training and then for short placements and at infrequent periods. Although I made a conscious decision not to include student nurses in the study, no students were in fact due to be placed within the homes on commencement of the study. I came to this decision as I felt that due to the fact that students would not be with us for the duration of the study, it would be better to exclude them at this stage.  All care staff within the homes are actively encouraged to undertake National Vocational Qualifications in care and are supported by appropriately qualified assessors.

In addition to the differences in the funding of care described above Guernsey also faces additional challenges when compared to the situation in the UK. 
One of the major challenges surrounds the recruitment and retention of staff. Guernsey is subject to specific housing legislation; with the exception of locally residentially qualified staff, the majority of other staff are appointed on five year contracts which are non-renewable. The only exception to this is where staff live in accommodation provided by the department; i.e. nurses’ home type accommodation. Whilst, in the future, it is hoped that there will be more key worker housing available for staff, current arrangements for people living in the private sector cause major difficulties as many staff are transient workers, which results in a regular turnover of personnel. As the majority of staff who work in the private sector are offered five year licenses (which are not renewable), people will generally stay in their posts for approximately three to four years. This is particularly so in specialised areas of care such as mental health and critical care, where there are nationally recognised shortages of staff. Many people will not up root their families and come and work in Guernsey for such short licenses.

The difficulties this causes with recruitment are exacerbated by the high cost of living on the Island. A recent survey carried out by the Social Security Department 2011 (unpublished), estimated that despite lower taxes on the Island, people living in Guernsey need 20 – 30 % more money than they would if they were living in the UK. Despite this nurses are paid in accordance with the Department of Health (2004) ‘Agenda for Change’ policy guidance and, as a result staff take home very similar pay to nurses working and living in the UK.

Despite some longer housing licenses and additional bonuses given to nurses and care staff, the department will never be able to get away from the fact that there will always be a transient nursing population and that recruitment, particularly of appropriately qualified nurses, will remain a challenge. This factor must be borne in mind when changes are being implemented and managed. This is a particular difficulty in mental health where it is even harder to recruit staff. 

Having provided a broad local context attention is now turned to the clinical setting for the study in order to consider the needs of the service user group who were the focus of this thesis. I therefore present a brief overview of Dementia, this being the condition experienced by all of the patients in the homes in question. 

1.3 Dementia, the clinical context

As the patients in the homes within this study were predominantly experiencing Dementia, it is important to explore briefly some of the issues related to this range of conditions to fully appreciate the care setting in which this study was undertaken.

Dementia is a broad term and there are several types of Dementia, the main ones being Alzheimer’s disease, Dementia with Lewy bodies, vascular dementia and other causes.

The medical term was developed early in the 19th century but over more recent times the definition has become much more precise with many clinicians using the ICD 10 criteria WHO (2010). This definition includes deterioration in intellectual performance from a previous level that is also accompanied by a decline in social and personal functioning. Dementia is now diagnosed at a much earlier stage following the introduction of memory clinics and the use of medication. 

The Alzheimer’s Society (2005) estimate that there are 24 million people in the world suffering from Dementia, with 750,000 of those living in the United Kingdom. There are clear indications that the prevalence of Dementia is increasing and will continue to do so due to future demographic changes. The Alzheimer’s Society (2010) has predicted that the numbers of people in the UK with dementia will more than double in the next 40 years to 1,000,000 people by 2021 and 1,700,000 people by 2051.

Mitchell (2009) states that Dementia is a now recognised as a terminal illness, but that as the Alzheimer’s Society (2010) notes each person will experience their journey through Dementia in their own way. 


In the UK, the Alzheimer’s Society produces a range of guidance and information leaflets for carers that cover areas such as dealing with aggressive behaviour, unusual behaviour and choices in care, including care in a hospital setting. Such information also provides families with a range of support when they are faced with the difficulties associated with placing a loved one in a care setting. As well as the Alzheimer’s Society other charitable organisations such as Dementia UK have been established to improve the quality of life for all people affected by Dementia and to provide some guidance and support to family carers and other care providers to provide much more individualised care. These approaches will now be briefly explored.

1.4 Person centred care and person hood         
Over recent years, there has been a significant move towards more personalised approaches to care that recognises people with dementia as individuals. Therefore despite the fact that it is considered a terminal condition there have been more positive developments that look towards improving peoples’ quality of life; if possible in their own homes. When care in a residential setting becomes necessary many areas have adopted a person-centered approach as outlined by Kitwood (1997).
 Following on from the concept of person-centred care Kitwood defined personhood as   “A standing or status that is bestowed upon one human being by others, in the context of relationship and social being. It implies recognition, respect and trust”. (Kitwood, 1997 p8)
This approach is now widely accepted as the benchmark for quality of care in dementia and since Kitwood’s untimely death has been further elaborated upon by others.
Notable amongst these is Brooker (2004) who built on the foundations Kitwood (1997) laid and proposed an expanded model for delivering person-centred care called the VIPS  framework: this comprises four elements: Values, Individuals, Perspectives and Social support. 
In developing these elements Brooker (2004) suggests they include Valuing people with dementia and those who care for them including staff (V); treating people as Individuals and finding out what you can about them as a person and their lives (I); looking at the world from the Perspective of the person with dementia, including  carers (P); and providing a positive social environment in which the person living with dementia can experience relative well being (S). 
These principles underpin the NICE (2006) guidelines on care for People with Dementia published shortly before the present study started. They therefore represented much current thinking about dementia care at the beginning of the study.
 In summary person centered care is about understanding the person behind the Dementia and identifying what can be done to enhance and maintain their quality of life and dignity by acknowledging them as a person within the context of their previous life and contributions. Recently others have called for a ‘relationship centred’ approach to care (Nolan et al 2006), including in dementia, that more fully acknowledges the needs of all stakeholders. As will become clear later in this thesis aspects of a relationship centred approach, and especially the ‘Senses’ Framework (Nolan et al 2006), have been used to structure a number of the conclusions emerging from this study. 
With the above principles in mind the application of restraint seems contrary to notions of person centred care and therefore best practice. However, as will become apparent, the issue is not so clear cut as tensions exist between providing person-centred care and balancing safety, as the literature on restraint use will show (see later).  Working in this field of practice therefore requires staff to balance a person-centred approach with their overall duty of care to the person, whilst at the same time fulfilling their professional responsibilities to their regulatory body. With this in mind attention is now turned to the study in the wider UK context.

1.5 The study in the UK context
In common with the UK there is, in Guernsey, a move towards providing care in the community. However, community services are currently very limited in Guernsey, and in their absence financial support is given to families to help towards the cost of care in residential or nursing homes. There is no state funded financial assistance currently available to help individuals stay at home, unless people pay privately for care, of which again there is very little local provision available.

Consequently most care for people with dementia is delivered in residential settings and the homes where the study was undertaken provide a specialist service for people who have dementia and present with challenging behaviours. The homes accept people both from their own homes but also from nursing and residential care in cases when these settings feel unable to cope, particularly with aggressive behaviour and the difficulties faced in managing risks such as wandering. It is often in such circumstances that the subject of restraint becomes an issue and restrictions on an individual’s freedom can occur.
 
Whilst this study is being undertaken in Guernsey the subject of restraint use with people who have dementia equally applies to the UK or any setting.  This study will address these important areas of practice and the results will also have implications for care settings in other contexts. These are considered in the discussion chapter which will identify how the lessons from this study could be transferred to similar care settings in the UK or elsewhere. 
Having provided a brief overview of trends in dementia care, set the local scene, and considered the wider context attention is now turned to how the study itself began with the setting up of a ‘core group’ of participants.  

1.6 Starting the Study: Setting up the ‘core’ group
As was noted earlier I had previously undertaken a small scale study on the use of restraint in Guernsey. This involved a postal questionnaire survey of all 127 qualified and non-qualified staff in Guernsey employed in Older Adult Mental Health services at the time. The findings from this postal survey broadly supported the literature at that time, in that there was very little common understanding of what restraint was, or was not, and that there was generally no policy guidance to support staff in their practice with this complex issue. The results also identified a number of ethical and moral dilemmas that staff faced about the use of restraint and suggested that the over-riding reason for the use of restraint was for the protection of patients and staff.
These results mirrored recent observations from senior clinical staff in the units that I oversaw who felt that there was a lack of clarity and consistency about the use of restraint.  Together we therefore decide that action needed to be taken and that my enrolling for a PhD provided the perfect opportunity to explore matters further. We were clear from the outset that we did not want to undertake a study that would just increase knowledge on the topic of restraint, as important as this might be, but also wanted to try and improve nurses’ practice and understanding in this area of care. In addition we wanted to further understand the wider challenges managers face when introducing changes to practice more generally. 
A ‘core group’ was therefore established by myself and comprised the modern matron, the 3 home managers, the link lecturer and myself as chair. The purpose of this group was to act as a steering group for any study. As this study was being undertaken towards my PhD my role in the core group was to act as the chair and lead for the project.
At this stage I felt it was crucial to gain commitment from this group of staff as if they were not fully engaged with the project there was less chance of us succeeding. The intention was that members would act as conduits between the staff and the core group and would be responsible for ensuring agreed actions would be facilitated within individual homes. 
As will be clear at this point I had a ‘dual’ role in the study in that I was both the lead researcher but also the overall manager of the homes. It could be said that I was therefore an ‘insider researcher’, Hammersley (1993) . As will be clear later I was not, at this point, fully aware of the potential tensions that this might cause. How these manifest themselves and my role evolved will be discussed more fully later.

From the initial discussions of the core group we identified the following broad aims for the study: 
1.         To examine nurses’ perceptions of the use of restraint in practice
2.	To examine managers’ perceptions of the use of restraint in practice
3.	To explore how restraint is actually applied in practice and to compare this with nurses’ and managers’ current perceptions
4.	To identify any needed changes and to consider how to introduce these.







Chapter two: Reflections on the methodology and methods used

2.1 Which research approach to use?


‘Research is not a luxury for the academic but a tool for developing the quality of nursing prescriptions and actions.  Whether as Clinicians, Educators, Managers or Researchers we have a research responsibility: neglect of that responsibility could be classed as professional negligence ‘McFarlane (1984)’. Page 11.


The above quotation suggests that nurses have certain responsibilities with regards to research, and as a professional it would be hard to challenge this view. Indeed today it might be considered even more important as practitioners have a responsibility to ensure the care they deliver is based on the latest evidence. However, very few nurses actually undertake research and in common with most of our peers both myself and the core group could be considered at this stage as ‘novices’. Given our desire to improve practice (if necessary) the most important consideration for us at this point was ‘What is the best approach to address our initial broad set of questions both about better understanding current restraint practice and how to change it if needed’? 
Nursing research in Guernsey, at the time I commenced this study, was extremely limited and trying to implement evidenced based practice was challenging. By undertaking this study I not only wanted to address an issue of genuine concern to colleagues but also to further the debate about the use of research and evidence in practice within Guernsey. However, my main concern here is with the implementation of the study rather than this wider agenda. The core group and I therefore sought a method that would allow us to meet our aims whilst as the same time being robust enough to satisfy the criteria for a PhD.  

Benner (1984) suggests that whilst theory can be explicit, clinical practice is always complex and presents many realities that cannot be captured by theory alone. This reinforced my belief that we would need to utilize a methodology that would address the complexities of practice whilst allowing us to engage with staff and undertake a study in a way that was relevant to the ‘real world’ of the homes in question. 

Our understanding about the use of restraint in the homes at the start of the study was predominantly anecdotal but still gave us a basis for the study and reinforced the need for further investigation. At an early stage of my reading I decided that we should not undertake a quantitative study as whilst a certain amount of numerical information would be needed this alone would not address the likely complexities of practice change. A qualitative approach therefore seemed more appropriate. Talking of qualitative research, Leininger (1992) suggests that qualitative research is not just about measurement but also understanding what you are attempting to study. This reinforced the fact that a qualitative approach was more likely to provide the best means of achieving the study aims. However we wanted to go beyond a better understanding of issues surrounding restraint and to consider ways of introducing change, if this was needed. As a novice researcher I therefore continued to explore the wider nursing and practice literature around the nature and characteristics of research.

Writing from a broad practitioner perspective Abbot and Sapsford (1999) suggest that research is often perceived by practitioners as something mysterious and technical and beyond the capability of those who have not undergone long training. However in reality they suggest that beneath the academic complexity practice relevant research has some fundamental aims that might be relatively simple to state, even if they are difficult to achieve.
According to Rugg and Petre (2007), research essentially involves finding something new, and adding to understanding. However, as noted we wanted to go beyond adding knowledge and also sought to change aspects of the local practice world.
 
Crow (1982), an early pioneer of nursing research, listed four approaches that she argued could contribute to better nursing practice. These are:

1.	Research that will provide better insights into our practice
2.	Research that will deepen our understanding
3. 	Research that is concerned with the development of new and improved methods of caring
4. 	Research that is designed to test the effectiveness of the care we give.






Lewin (1951), working in the 1940’s, is generally considered the ‘father’ of Action Research (AR).  He was a German social and experimental psychologist, who was concerned with social problems, and focused on participative group processes for addressing conflict, crises, and change, generally within organizations. 
As noted above AR has a relatively long history, and in exploring its evolution, Hart and Bond (1995) acknowledge Lewin (1951) as having introduced the term AR to describe an approach to generating knowledge about a social system whilst at the same time attempting to change it.


Elliot (1981) suggests that AR attempts both to generate a theory about an existing situation whilst also seeking to in some way change what is happening. Writing from an educational perspective he sees AR as a form of reflective practice and one that has at its heart the goal of ‘culture innovation’. Lathlean (1994) similarly suggests that a distinguishing feature of AR is that it is about taking action in the real world and a close examination of the effects of the action taken: thus it always involves an intervention of some sort. The application of AR to educational and practice settings was therefore established early. Writing from a nursing perspective Gerrish and Lacey (2006) argue that AR is different from traditional qualitative and quantitative approaches as it does not seek to find out how things are and leave them that way, but rather to find out how things are and attempt to change them for the better. In order to do so successfully, Carr and Kemmis (1986) identify two essential characteristics of AR, these being to improve and involve. These all seemed very relevant to our project and suggested that AR potentially had much to offer.

Given its roots in praxis and the desire to change practice for the better it is hardly surprising that Action Research has proved to be a very popular approach in Nursing and other practice disciplines (Waterman et al 2001). However this has led some to note that the critics of AR state that it is nothing different to everyday practice, (Meyer 2010). This is not a stance that seemed well supported to me and it was clear from discussion within the core group that an approach such as AR had a greater chance of success than more traditional methods of research, particularly models such as that of Kemmis (1986) who promoted the cyclical nature of the action research process, comprising four steps: plan, act, observe, and reflect. The resonance of these with the nursing process was obvious and further strengthened the appeal of AR to the group.

In summary, the literature confirmed to myself and the Core Group that Action Research was a model that was suited to the issues that we wanted to explore and a decision was taken to adopt it. However as I read further it was clear that even within the AR literature there were many differing approaches. Therefore, whilst there may be some consensus as to the overall goals of AR there are a number of variants and we needed to decide which best suited our purposes.

It is widely acknowledged that Action Research is not easily defined. However, following an extensive review and synthesis of the literature, Waterman et al (2001) proposed the following definition, which now has considerable currency:

‘Action research is a period of enquiry, which describes, interprets and explains social situations whilst executing a change intervention aimed at improvement and involvement. It is problem-focused, context-specific and future orientated. Action research is a group activity with an explicit value basis and is founded on a partnership between action researchers and participants, all of who are involved in the change process. The participatory process is educative and empowering, involving a dynamic approach in which problem identification, planning, action and evaluation are interlinked. Knowledge may be an advanced through reflection and research and quantitative and qualitative research methods may be employed to collect data. Different types of knowledge may be produced by Action Research, including practical and propositional. Theory may be generated and refined, and its general application explored through cycles of the Action Research processes’, pages 3/4.

This definition brought together all of the key elements that were important for us and suggested that if AR was used it would help us to achieve our aims. Therefore, this was the definition that we chose to adopt.
Developing this further, Whitelaw et al (2003) identified three broad types of Action Research: 

●	Technical-scientific and positivist
When using this approach, researchers see themselves as the ‘experts’ and typically use traditional scientific, usually quantitative, methods to examine the situation. Others involved tend to play a relatively minor role.

●	Mutual-collaborative and interpretive
This approach encourages everyone involved to work together as a team in identifying the change and how it will be approached. As the title suggests, the methods involved are based on collaboration and trust and no one is seen as the ‘expert’ but rather everyone has a contribution to make.

●	Critical and emancipatory
Such approaches are usually concerned with bringing about large changes to the social order by ‘freeing’ people who might be seen to be oppressed in some way. It more frequently operates at the level of the community or even society.






 2.3 Kemmis and Mc Taggart (1982) framework of Action Research

Having accepted a definition of AR and being impressed by its cyclical nature as described by Carr and Kemmis (1986) I introduced the core group to the approach suggested by Kemmis and McTaggart (1982). At this stage, whilst we had decided to adopt, as we then understood it, a collaborative and interpretive approach to AR in which there are no ‘experts’ it was still necessary for me to take a lead. This was for several reasons. Firstly, although whilst still very much a novice myself, I had a better understanding of research than the rest of the core group. Secondly, as a piece of work to be submitted for a PhD, my role had to be clear and I needed to be seen to play a lead role. Thirdly, as the overall ‘manager’ there was a certain expectation within the group that I would provide direction. Whilst I was not aware of it at the time such considerations reflect some inherent tensions, both in AR generally, and particularly in situations when AR is ‘led’ by people in positions of ‘authority’ within the participating organisation. These issues are discussed more fully towards the end of the thesis.    
We discussed the approach of Kemmis and McTaggart (1982) and this was seen to have appeal at a number of levels. From a largely practical viewpoint the approach was likely to be readily accepted and understood as its cyclical nature closely reflected the nursing process and, as such, was a familiar way of working for the staff.  Moreover, the model was easy to understand and other authors from a nursing background had supported the use of such an approach (Waterman and Hope 2008). I also had some familiarity with its use as in a previous research study that I had undertaken I had used this framework and had found it to be helpful and easy to use. Therefore, both the structural and procedural elements of Kemmis and McTaggart’s (1982) Framework (see below for more detail) had intuitive appeal to the core group, and as such was likely to win ‘hearts and minds’.
Equally importantly the principles and philosophy upon which the model is based reflected our own desire to be collaborative and inclusive. As the authors argue their approach is underpinned by principles of participation and active engagement with the ‘community’ of interest. Therefore,  Carr and Kemmis’ (1982) argument that AR should aim to both improve practice and involve people was central to our aspirations for the study, as was Waterman et al’s (2003) focus on partnership and participation in order to educate and empower staff. To this end we sought to implement an approach that was consistent with the collaborative and interpretive model. At the start of the study the core group and I believed that the above principles would be relatively easy to apply in practice as they seemed to us to reflect the way in which the units currently worked. As it turned out our initial application of the approach could, in retrospect, be seen to be rather too ‘top down’ to be truly collaborative and it later transpired that staff did not feel quite as empowered to introduce change as we had anticipated. How we came to recognise and address this issue will be explored at various points in the thesis.
Below I outline the framework suggested by Kemmis and McTaggart (1982).
Kemmis and McTaggarts’ framework comprises a 5 stage approach. As will become clear later all five stages were not always used in each phase/cycle of the study for reasons that will become apparent. These five stages are described in more detail:
Stage 1. Identification of the problem
Kemmis and Mc Taggart suggest that the first stage in using their framework involves identification of the problem. This can be done using a variety of approaches and is often based initially on anecdotal information. In this study the initial problem had been identified by me and the senior staff from the homes. This was based mainly on anecdotal evidence, such as our informal observations of practice and from reviewing some of the incident forms submitted following patient falls in the homes. This led us to conclude that we potentially had a problem around the use of restraint, although at this stage we did not have sufficient information to say exactly what the nature of the problem was. This became the aim of the first phase of the study.
Stage 2. Problem concepts investigated and the related literature consulted
Kemmis and McTaggart suggest the second stage of their approach involves further elaboration of the initial problem. More often than not this involves a period of reviewing the relevant literature around the problem, although in Action Research the review need not necessarily follow a standard ‘systematic’ approach. How the literature informed this study is described in more detail later. 
Stage 3. A plan of action to address the problem is designed
Having completed stages 1 and 2 Kemmis and Mc Taggart suggest that the next stage is to develop an action plan that will help to address the problem.
Stage 4. Implementation of the action plan and monitoring
Following the design of a plan of action the next stage is to implement the plan and to monitor its effects.
Stage 5. Reflection stage, changes and modifications to the solution continue to be made.
Kemmis and McTaggart identify the fifth stage as being one of reflection. This stage can involve a range of approaches including evaluating the impact of the wider engagement on the participants, gaining the perceptions of the participants and case studies as indicators of change. If necessary the above 5 stage are repeated until the desired changes have been implemented or a better understanding of barriers to change achieved. As will be clear a number of cycles of the above 5 stages were undertaken. 

Having provided an overview and rational for the methodology chosen attention is now turned to the specific methods used for gathering and analysing the data needed to help us address the research questions. 


2.4 Deciding on the Methods to be employed.
In order to identify the most appropriate methods to use to gather the data it was important to return to the initial research question and more specific aims for the project.  
As outlined at the end of the first chapter the initial aims decided by the core group were to:
1.         To examine nurses’ perceptions of the use of restraint in practice
2.	To examine managers’ perceptions of the use of restraint in practice
3.	To explore how restraint is actually applied in practice and to compare this with nurses’ and managers’ current perceptions
4.	To identify any needed changes and to consider how to introduce these.

When deciding on the most appropriate methods other considerations, in addition to addressing the broad aims, include the timescale for the project and the resources available for the duration of the study, as both impact on what can be achieved. 
With regard to the present study whilst I had obtained small scale funding for courses fees and other necessary expenses, together with limited funds for printing etc no large scale funding was available. We therefore had to ‘cut our cloth’ accordingly. The decisions we made are outlined below with reference to the aims of the study.
To examine nurses’ and managers' perceptions around the use of restraint
Possible ways we could gain the nurses’ and managers’ perceptions around the use of restraint included the use of a questionnaire, focus groups or one to one interviews. Due to time and financial constraints we decided the most efficient and cost-effective approach would be to use a questionnaire. This would allow every member of staff the opportunity to contribute to the study anonymously, and without the expense of an interview.
We believed that using a questionnaire was the most effective use of our limited resources and would also be less threatening to staff than focus groups or one to one interviews. This maintenance of anonymity was also seen as particularly relevant as I was a senior manager in the organisation and using a questionnaire would, we believed, help to overcome the potential problem of staff not feeling able to express potentially sensitive views to me. In terms of identifying an appropriate sample of participants we decided we wanted to give everyone the opportunity to take part therefore the sample was based on 100% of the staff, representing a census. 

To explore how restraint was used in practice.
The most obvious methods to explore how restraint was used in practice appeared to be either focus groups, one to one interviews or direct observations of practice. We wanted to ascertain the perceptions of the senior staff as to how and when restraint was used as they were responsible for assessing, planning, implementing and evaluating care and monitoring standards within the homes. To explore this in more detail we decided a focus group would be the best approach as it would allow us to look into the issues in some depth. Again the approach to sampling was to achieve 100% participation, with all senior staff being invited to take part. 
However, questionnaires and focus groups only provide perceptual data and we also wanted to have some more objective indicators of restraint use in practice. Two additional methods were therefore decided upon. One would involve a complete audit/review of all documentation relating to restraint use and the second would entail making observations of how many patients were actually subject to restraint and what form this took. How these methods were developed further is described below.     
2.5 Developing the questionnaire
As noted above we decided to develop a questionnaire to gain staff views so that they could all be involved in the study at the earliest opportunity. On behalf of the core group  I consulted the methodological literature to see how best to approach this.

Miller (2006) suggests that the purpose of questionnaires is to provide information and argues they should not be used in isolation but to support and supplement other strategies of collecting data. However, Miller contends that questionnaires have clear advantages, for example; they give people time to reflect on the questions; they are relatively cheap to produce; there is uniformity; they allow the researcher to address a number of issues efficiently; can be mailed and provide anonymity. Disadvantages, however, must also be acknowledged. These include lack of control over the response rate, questions can be misleading, and they do not allow for detailed probing. We decided that the advantages outweighed the disadvantages for our purposes and a decision to use questionnaires was taken early in the study and continued throughout. However, upon reflection it might have been better to combine their use with more interactive methods of fully engaging staff, such as focus groups. This issue is considered in more detail later in the thesis.

We then considered how the questionnaire should be designed. Again I took the lead role in developing the questionnaire on behalf of the core group. Newell (1993) offers the following advice when developing a questionnaire: keep it simple, make it attractive and consider its length. Bloom and Fisher (1982) support this noting that a questionnaire should have a clear purpose, be direct and easy to use. 

In developing the questions, it is important to consider the use of open and closed questions and their context. Houtkoop-Steenstra (2000) suggests that closed questions can cause frustration to the people completing them, as researchers may not have considered all of the options. Response rates to questionnaires are also an important point for consideration. There are many strategies and approaches that can be utilized to increase response rates to postal type questionnaires. Whilst we were not going to post the questionnaires to individuals, we were going to leave them in the homes for individual attention: therefore, we felt it was important to consider the following points suggested by Edwards et al (2002):
● 	the use of coloured paper
●	contacting the participants before sending out the questionnaires
●	give monetary incentives
●	to use a reminder and send out second copies of the questionnaire.
However given the nature of the project we did not feel that it was appropriate to use monetary incentives, nor to send out a formal reminder in case staff felt pressured to respond. I did print the questionnaire on coloured paper to make it stand out from the other forms and so it was easier for staff to identify. The questionnaire was therefore designed to explore the key themes identified in the literature (see next chapter later) and to address the key questions. The topics included covered the following: 

The band of staff
The area in which they worked
How they defined restraint
The most commonly used forms of restraint
Reasons why restraint was used in practice
How they felt about using restraint 
Who decided to use restraint?
Whether relatives and carers were included in the decision making             process
How often restraint was used 
How and where the use of restraint was documented
Whether there was a policy regarding the use of restraint


In addition, an area for free text was provided so that staff could make any additional comments; we hoped this would help to avoid any potential frustration to the participants and allow them to provide information that might not have been considered.

The draft questionnaire was given to a small pilot group of experienced nurses and researchers outside of the areas where the research would be taking place for them to give their expert view and advice. The group comprised mainly lecturing staff within our local nurse training facility. We chose to target this specific group as we were interested in their thoughts about the design of the questionnaire and felt they were more likely to have the relevant experience to judge whether it was fit for purpose. They also received a copy of the aims and objectives of the study. The group did not suggest any changes. The questionnaire was also commented upon by my supervisors.
 
The questionnaire (appendix two) was printed in a clear format that remained the same for each phase of the study. The questionnaires were sent to all of the nurses employed in the homes where the study was being undertaken, in other words a census was adopted. An introductory letter, (appendix three) was developed to explain the purpose of both the questionnaire and the project. It also provided detailed instructions on how to complete and return the questionnaire, which was sent in a sealed envelope with each individual’s name on it. 

 As participants’ replies could not be identified, a second copy of the questionnaire was not issued; however, verbal reminders were given by the managers of the homes, again to try to increase the response rate. At no point were any of the respondents identified.

All participants were provided with a return envelope for the completed questionnaire, which they placed in a sealed box that was provided within the office in each home. I checked and collected completed questionnaires from the boxes every few days over a period of two weeks.

When collected, the questionnaires were initially analyzed by me before being fed back to the core group and subsequently were kept in a locked cabinet to which only I had access. On completion of the study all questionnaires were shredded and disposed of. This process was repeated in the same way for all of the rounds of data collection. Having developed the questionnaire, we then considered the format for the focus groups. This is described below. 

2.6 Staff focus groups
Staff focus groups were undertaken within each of the homes and members comprised the home manager and the senior staff who represented key informants. These were the people included as they could provide detailed insights into the use of restraint in each of the homes as they were the staff who set ‘policy’ and were responsible for monitoring the standards of care in the homes. 
Focus groups are very useful in Action Research studies as they allow the researcher to explore issues with the staff and acknowledge the important role participants play in identifying and supporting any changes needed in practice.

Goodman et al (2003) suggests that focus groups are particularly useful at the preliminary stages of a study to obtain the views and experiences of key groups on an issue, a view supported by Pollit and Beck (2006). The groups were run by me, I also acted as the facilitator. Whilst this may potentially have caused problems as I was their manager, I had worked with all the staff closely over a number of years and believed that a free-flowing and frank discussion could be facilitated. 

All of the senior staff at each home were sent a letter (appendix four) inviting them to participate in the focus group, which they returned stating if they were happy or not to take part. Their response was returned directly to me. Prior to the actual commencement of the focus group those who had agreed to participate were the given another opportunity to opt out. Those who wished to continue signed a consent form agreeing to participate in the focus group (appendix five). 

To stimulate discussion I developed a semi-structured interview schedule (appendix six) based on the key themes from the review of the literature (see next chapter) and the broad research questions. These themes were as follows:
▪How they defined restraint
▪Was there a policy for the use of restraint?
▪How many patients were currently restrained? 
▪The names of patients currently restrained so we could verify this in the review of the documentation and the observations of practice
▪where are decisions about restraint documented?
▪Why restraint was used in practice?
▪Who made the decision to use restraint?
▪Are relatives and the patients involved in this process?
▪How are conflicts within the team about restraint resolved?
▪How is the effectiveness of restraint evaluated?

I also asked them to identify any additional issues they thought were important that had not been covered. 

The focus groups were run on a pre arranged date and time. All of the focus groups were recorded and the tapes kept in a locked cabinet that only I had access to. 

On completion of the study I ensured after transcription that the recordings were destroyed. Again, this process was repeated for all four rounds of the data collection. In addition to the staff focus groups I undertook a focus group with relatives during the first phase of the study.
2.7 Relative focus groups
I only undertook one focus group with relative and this took place in the first round of the data collection.
The sample identified for the relative’s focus group was again intended to be inclusive and all relatives who attended the relatives meetings I held regularly with the modern Matron were invited to attend. We chose this group of relatives as they were regular visitors to the homes and were in a position to comment as they were exposed to the home routines on a regular basis. All of these relatives were sent a letter (appendix seven) inviting them to participate in the focus group, which they returned stating if they were happy or not to take part in the focus group. Their response was returned directly to me. Prior to the actual commencement of the focus group those who had agreed to participate were the given another opportunity to opt out. Those who wished to continue signed a consent form agreeing to participate in the focus group. 
The focus groups were run on a pre-arranged date and time. The focus group was recorded and the tape kept in a locked cabinet that only I had access to. On completion of the study I ensured that the tape was destroyed.

To stimulate the discussion with the relatives in the focus group I developed a semi-structured interview schedule (appendix eight) based on the key themes from the review of the literature and the broad research questions. These themes were as follows:
▪How they defined restraint
▪To explore where decisions about restraint were documented
▪Why restraint was used in practice? What had they seen in the homes?
▪Who made the decision to use restraint?
▪If relatives and the patients were involved in this process
▪How any conflicts within the team about restraint were resolved
▪ Were their relatives subject to restraint and how was this managed?
▪ Did they have any concerns around the use of restraint

Having developed a way forward for the focus groups, we then explored how the observations in practice would be carried out. This will now be presented.

2.8 Observation and fieldwork.
Having used a questionnaire to gain as many of the staffs’ views as possible and focus groups to gain the views of the senior staff within the homes, we thought it important to undertake a period of observation as we wanted to ascertain the current practices and whether they matched the views of the staff and senior staff within the homes. 

There were two elements to this observation, the first being a review of 60 sets of clinical records of patients within the homes (this being the maximum number of patients in the three homes at any one time) followed by specific observations of practice to ascertain if what was said in the focus groups/questionnaires matched the written records and then whether this was followed up and verified in practice.

 In order to facilitate this, a tool was developed (appendix nine) to examine the client records. The tool was developed by me and verified by the managers and identified the key questions we wanted answers to, as illustrated below.

▪Was there any written evidence in the patients’ records that restraint was being used?
▪Was there any written evidence to say how the decision to use restraint was made and how its use was evaluated?
▪Was a care plan present that documented that restraint was being used?

We wanted to explore whether what the staff thought was happening in practice was accurately documented and evidenced in the clinical records.

The review of the client records was undertaken by a senior nurse who had taken part in the focus groups and me. This was a particularly useful approach as they had participated in the focus group and had been talking about who they used restraint with in the homes, therefore they were the most appropriate people to undertake this review with me. This approach allowed us to both identify areas for improvement and note examples of good practice. Most of the staff accompanying me made notes of the actions they needed to take following the review of the documentation. This process was repeated in all of the rounds of the data collection.

The second element of field work was to directly observe the types of restraint that were being used on a day to day basis in the homes, over a period of twenty four hours in each home. A tool was developed (appendix ten) to examine current practice based on the approach described by Pollit and Beck (2006) that includes where, when, what, who, how, and why restraint was being used. This was supported by field notes. 

The tool was developed by me in conjunction with the managers and covered the following key elements:
▪When we saw restraint being used; and on which patients (anonymously identified using a number)
▪The types of restraint being used, recorded on a grid of the commonly used forms of restraint as identified in the literature and others that had not been previously identified were coded under other and described fully.

Staff were fully aware of the purpose and nature of the observations being made. Those who took part in undertaking the observations were, with the exception of the Modern Matron, were a group of nurses interested in research but from outside the directorate. I personally undertook the training of the data collectors, and monitored the process of data collection myself. All of the data collectors signed confidentiality clause (appendix eleven).The training involved all data collectors attending a session where I talked them through the tool and explained how the different types of restraint observed and other elements would be recorded. There was plenty of time for them to ask questions and I stayed with them for the first hour of observation to ensure they were confident with what and how they were recording. I also acted as one of the data collectors on the night shifts.

 
After each period of data collection I looked closely at the forms and clarified any areas of potential uncertainty with the data collectors.
The core group felt that 24 hours of observations would give a fair representation of restraint use across a typical day in each of the homes. Doing the observations for a longer period of time would have been potentially too invasive and difficult due to financial constraints and the resources available.
 It is always difficult to decide when to undertake observations of practice and for how long. Having decided to do 24 hours observations of the practices in each home this was carried out on consecutive days in each home mainly for operational ease and financial considerations and to take account of the implications for the data collectors taking time out of their full time jobs.  The observation of practice took place in each home over a period of 24 hours, using two data collectors on each shift in each home. The normal shift patterns within the homes are an early shift from 7am till 2pm, a late shift from 2pm to 8pm and a night shift from 8pm till 7am. The data was collected on three consecutive days (to cover 24 hours in each home). This process was replicated during all of the other rounds of data collection.

Prior to the fieldwork and data collection, it was important for me to consider the ethical implications involved. The following section identifies how this was carried out.

2.9 Ethical considerations 
As with any research, an essential element is to examine the ethical principles involved in order for the study to follow agreed codes of conduct. Punch (1998) suggests this is so because, in particular, in social research you are collecting information from people about people. All researchers must anticipate the ethical issues and address how they will deal with these. Parahoo (1997) explains that there are ethical implications at every stage of the research process in order that people’s safety and rights are protected.

Oliver (2003) highlights the key points the researcher must cover before commencing. These include, procedures for identifying and recruiting potential respondents, the principle of informed consent, written consent, potential disadvantages or harm that might affect the respondents, how respondents will gain from the project, issues surrounding vulnerable people and finally the whole issue of access to people and gaining appropriate permission.

The ICN, 1996 suggest six ethical principles that nurses’ and midwives can use to protect their patients or patients. These are:


Beneficence, the project should benefit the participants
Non-Maleficence; the research should not cause any harm to anyone
Fidelity, building up of trust
Justice, being fair to the participants
Veracity, telling the truth
Confidentiality; researchers must gain consent and information gathered during the research process must be respected.

This study consists of four forms of data collection, the use of a questionnaire, focus groups, a review of clinical records and finally observations of practice. Each of these aspects will be discussed individually; the ethical issue highlighted and how we addressed these challenges within this study. All of the processes involved in the data collection were replicated in each phase of the data collection to ensure continuity.

When using Action Research, it is really important to agree ground rules on the actions that would need to be taken if a problem arises. This is of particular significance when using observations as a form of data collection, as concerns may arise with aspects of practice that cannot be left until later to action and would need immediate attention. Within this study, I agreed with the core group that if such situations did arise, then I would contact the Modern Matron who would explore the issue immediately and take the appropriate action and inform me of the actions and outcomes. It would be unethical to highlight a concern and not act on it immediately. 
The Questionnaire

After much consideration, I chose not to use any formal aspects of consent for this part of the study as clearly the participants had the choice of whether they completed the questionnaire or not; this fits well with the concepts of implied consent in that by completing and returning the questionnaire, the participants were giving their consent.

As replies were completed anonymously, a second copy of the questionnaire was not issued; however, verbal reminders were given by the managers of the homes, again to try to increase the response rate as previously described. This was also in line with the usual communication and consultation systems already established within the homes.

All participants were provided with a return envelope for them to put their completed questionnaire in, seal it and place it into the box that was provided within the office in the homes. I checked and collected completed questionnaires from the boxes every few days during a period of two weeks.

When collected, the questionnaires were only viewed and analyzed by myself. I believed for this study this was an appropriate approach as people could choose whether to participate or not; there was genuinely no pressure on them to do so.

The Focus Groups 

To support the use of the questionnaire, I also chose to adopt the use of focus groups within each of the homes. The focus group consisted of the home manager and the senior staff. I viewed this group as being key informants, highly knowledgeable people who were able to act as a link to the inside. 

Pollit and Beck (2006) suggest the use of key informants when using focus groups. Each focus group was run by me and I acted as the facilitator. All of the senior staff on the home were sent a letter (appendix five) and signed to say they were happy to participate in the focus group and then prior to the actual focus group taking place, they all signed a consent form agreeing to participate. 

I developed a structured interview schedule (appendix six) based on the key themes from the review of the literature and of key terms and headings from the research questions, and it also picked up on the questions asked in the individual questionnaires.

The focus groups were run on a pre arranged date and time, recorded for ease of purpose of capturing accurate data and destroyed on completion of the study.


Review of Clinical Notes
 
The proforma for the review of the clinical notes was developed in a way that no client was able to be identified within the study. The review of the clinical record was undertaken by me and a senior member of the staff who already knew the client in great detail and, as previously discussed, was a member of staff who had participated in the focus group. 

In order to compare documentation before and after the period of training it was essential that I knew which record related to which client. For this purpose only I had a list of the client’s names and could identify which client related to which subject number in the study. Within the study the patients were only referred to as subjects 1 – 60. This list was kept in a locked cabinet within my office and destroyed on completion of the study.





Having developed the proforma to observe practice, again it was really important to protect the anonymity of patients during the period of fieldwork. A group of six data collectors were appointed to gather the data from the observations of practice. All of the data collectors attended a training sessions run by me and signed a confidentiality clause / consent form agreeing to collect the data and to say that they would not break any confidence regarding any data collected (see appendix eleven). 

At the beginning of each shift, I took the data collection forms to the data collectors and ensured they were collected at the end of the shift. This was done in each home to prevent information being misused or lost. This information was stored in a locked cabinet in my office and was destroyed by myself on completion of the project.

In addition, I agreed with the modern matron in line with the NMC Code of Conduct that if any practice concerns which were impacting on the care being delivered were highlighted, these would be raised immediately to ensure relevant changes could occur or actions taken.

After considering all of the ethical issues and ways these would be overcome, I had to seek permission from the relevant ethics committees. As the study was being undertaken in a local setting, it was important in the first instance to gain the appropriate permission from the local ethics committee. This was undertaken using the agreed format (see appendix twelve). Following this, the proposal was submitted to the University of Sheffield School of Nursing and Midwifery for their ethics committee to consider and approve. Once all the relevant permissions were obtained, I could commence the period of data collection. It was important that I ensured that all of the agreed processes were followed as laid out in the proposals submitted to the committees.

It is also important to consider a wider ethical issue involved with the second phase of the research. Following the collection of the first phase of the data collection, a training programme was implemented in all of the three homes. The reason for this was to examine whether by implementing a training programme the knowledge, understanding and practice will differ.

I did consider using one of the areas as a control area where no training would be provided, but I did not believe this was the correct approach, so all three homes received training and intervention at the same time. I chose this approach as I believed it would be unethical to demonstrate potentially positive changes and not implement this in all three homes. It could be argued that such an approach may have strengthened this study with stronger visible differences in the homes; however that was not what we were trying to achieve and I did not believe this approach was consistent with the action research I was using. Having agreed on the methods that would be employed, the next section will now explore how the data was analysed.


2.10 Analysis of the data	
The data collected were analysed using a range of simple descriptive statistics for the quantitative information and a modified version of the approach suggested by Colaizzi (1978) for the qualitative comments. This involved:

▪Reading all of the data in order to gain an overview 
▪Extracting potentially significant statements 
▪Considering the meaning of these statements   
▪Clustering statements into themes
▪These themes were then fed back to the participants for them to discuss.
The five steps will now be discussed in more detail and reference made as to how they were utilised in this study.
It was important for me as a novice researcher to ensure that the data gathered in this study would be analysed and interpreted appropriately. 
Step One. The first step I took was to read all of the data to gain an overview; I then transcribed each written response or contribution to a focus group word for word. At this stage I asked the link lecturer to read through the raw data to see if she had the same interpretation as to their overall meaning as myself. 
Step two. This involved extracting significant statements; many of these have been highlighted in bold and italic text within the thesis, word for word as quoted by the participants. This also helped in beginning to identify the themes that were starting to emerge.
Steps three and four. These involved examining the above statements in more detail in order to cluster them into key themes. It was at this point that the key themes began to take a clearer shape. 
The final step of Colaizzi's (1978) framework involves feeding the identified themes back to the participants. In this study there were several points in the chronological pathway of the study where this occurred, both to the core group and the wider staff. These are described in detail at the relevant point in the thesis and as will become apparent this feedback became more inclusive and participative as the study progressed and the core group learned from our mistakes.
Having described the overall methodological approach adopted for the study and the specific methods employed the remainder of the thesis will consider in detail how the study developed over time and the sequence that it followed. In order to assist readers in understanding the unfolding nature of the study a brief overview and chronology is provided below.

2.11 Overview of how the study evolved over time.
The study can best be conceived of as comprising three major phases, with a phase being defined here as a ‘distinct period in the process of change’ (www.oxforddictionaries/definitions/english/phase (​http:​/​​/​www.oxforddictionaries​/​definitions​/​english​/​phase​)) . Each phase comprised of one or more cycles of activity, with a cycle being described here as a ‘series of events regularly repeated in the same order’ (www.oxforddictionaries/definitions/english/cycle). Each cycle comprised up to five stages, with the stages being those described by Kemmis and McTaggart (1982) as follows:
	Problem identification
	Concepts analysed/literature consulted
	Plan of action drawn up
	Action implemented/monitored
	Reflection on action and further change if needed.
A brief overview of each phase of the study is now presented.
Phase One (2009)
This involved one cycle of activity, comprising all five stages of the action research cycle as follows:
	Problem identified: How the issue of restraint arose from my prior research and the concerns of managers has already been described.
	Concepts analysed/literature consulted. A literature review on the topic of restraint was conducted before the first actions were taken. This was used to help shape the questionnaire and focus group interviews. How this occurred is described in detail in the next chapter.
	Plan of action drawn up. The initial plan of action was to discover staffs’ perceptions of restraint and to compare these with actual practice. The methods used to achieve this were described above and the initial results will be presented in the next chapter.  
	Action implemented/monitored: The results of the initial data collection are described in the next chapter
	 Reflection and further action:  Analysis of the data revealed several issues in restraint practice which are described in the next chapter. This led to phase two of the study.

Phase two (2009 - 2010)
Phase two involved two cycles of activity, not all of which involved every stage of the Action Research cycle. These were as follows:
Cycle one
1)	Problem identified. Based on the results of phase 1 at this stage the core group identified the problem as being a  lack of understanding of restraint and inconsistency in practice  as shown by first round of data collection
2)	The initial literature review was used to identify areas where a lack of understanding was apparent 
3)	Action was planned  in the form of a training programme for staff to address areas of poor understanding
4)	This training was implemented and the effects monitored via a further data collection using the methods already described
5)	Data were analysed and the results fed back to the core group and progress so far reflected on by the core group

Cycle Two
1)	Problem: data collection following the training revealed very little change. However it was felt that perhaps too little time had been allowed for change to occur.  
2)	No concepts/literature were consulted at this point.
3)	No further action was planned at this stage. 
4)	No further implementation was undertaken but the impact of the training was re-evaluated after a period of time by a  repeat of data collection
5)	These data also revealed very limited change. This resulted in major period of reflection by the core group and the realisation dawned that the AR process to date had not been inclusive enough. This resulted in significant changes to the AR process

Phase Three ( 2010 - 2011) 
Following the above two phases and detailed reflection by the core group it was realised that a radically new approach was needed, which resulted in what we termed the ‘revolution’. Therefore a third phase and an additional (and final) cycle of activity were introduced, again comprising all 5 stages as identified by Kemmis and McTaggart (1982). These are described below.
1)	There is a major problem; our approach to change doesn’t seem to be working. We realised that it had been too ‘top down’ and that there was a need for a ‘revolution’
2)	In order inform this new approach the concepts and literature around leadership and change  were consulted
3)	The subsequent action planned (see later for a detailed description) was far more inclusive of staff and included a number of new initiatives described in the relevant sections of the thesis. 
4)	An extended plan of action was implemented and whilst data were collected as previously described several new methods of capturing impact were also used which reflected the more participatory approach now adopted.  
5)	The reflective stage was now also far more inclusive and the views of all staff were obtained resulting in the production of case studies. The lessons learned were widely discussed, as were more significant changes to restraint practice and staff understanding. 




















   Chapter three: Phase one of the study. 
3.1 Stage one: Introduction and problem identification

As already described Phase one of the study commenced with the initial problem being identified by the core group.  As outlined earlier the chance to register for a PhD provided me with the opportunity to undertake a more detailed study into restraint use and we wanted to explore how changes could be introduced if needed. In addition to my own interest in the topic, I was also aware from discussions with the managers and staff on the units that this was an area of concern amongst the senior staff in these homes.
 
To consolidate this feeling we undertook a review of incident forms submitted by staff and pooled our general observations about how restraint was used in the homes. The forms highlighted that a number of falls had occurred but did not specify what staff were trying to do to prevent falls or other such incidents. However we had noted the use of chairs with tables and incidents where cot sides were being used to potentially prevent further falls. Our overall impression was that staff were possibly averse to risk taking and consequently erred on the side of caution, which might result in the increased use of practices that inadvertently restricted client mobility, this comprising restraint. 

Informal discussions with staff suggested that they were worried that they would be ‘blamed’ if anything adverse happened to a patient, such as a fall and that they would be personally held accountable for why that individual had fallen. I was unsure as to why they felt like this; as far as I was aware there were no direct examples where nurses had been blamed for such incidents. The only incident I could connect this with was, in the past, where a patient had fallen, and as part of an enquiry, the coroner had been involved and a court case had been held. Whilst no blame had been apportioned to any staff discussions were held in a public arena and this caused a great deal of anxiety for those involved, especially those who had to attend court to give evidence.
It was agreed that such factors might impact on restraint use and that this provided a potentially fruitful area for further study. As already described In order to move things forward we established a core group of key staff who would be responsible for advancing any project. This group consisted of me, the Home Managers, the Modern Matron and the link lecturer. This constituted the first stage of the Kemmis and McTaggart (1982). As described in the preceding chapter the next stage is to explore the key concepts and to consult the literature. This is considered in the following section.
3.2 Stage two: consulting the literature 
I volunteered to undertake the review of the literature and began by considering what would be the best approach to take. The purpose of a literature review is defined by Parahoo (2006) as  'providing a rational for the study, putting the study into context of what is known about the subject, reviewing the relevant research carried out on the same subject or similar topics and to discuss the conceptual / theoretical basis for the current study’ (page 128). After reading around the various types of reviews I decided that a traditional systematic review was not required as we were interested not only in research and empirical studies but also wanted to capture a broad range of views and approaches to restraint use. I therefore decided to carry out an exploratory broad-brush review of the literature which would give me an overview of the current state of thinking and would provide the core group and myself with greater insights into a number of issues, including:
● a definition of what restraint was 
● approaches to reducing the use of restraint in practice
● potential methods that could be used in our planned study 
To support such a review a search strategy was devised in collaboration with the health library staff based in Guernsey. This is now discussed.

On commencement of the study in 2008, the Guernsey Library was linked to the University of Sheffield library site. In September 2009, the Guernsey Education contract switched to the University of East Anglia so access was then available via their library. This allowed me access to a range of sources that it would have been difficult to achieve on Guernsey alone.
In discussion with the Librarian the following inclusion criteria were used for the initial search:
● Publications that focused on the use of restraint with older people
● Publications that discussed issues around the use of restraint with people who have Dementia  
● Publications examining legal and ethical issues when using restraint
● Publications that explored how the use of restraint could be reduced in practice
At this point we chose to develop the following exclusion criteria:
●Publications that focused on control and restraint in acute psychiatric settings 
● Publications that focused on the use of restraint in acute medical settings i.e. intensive care units
●Publications in foreign languages

In searching the literature the following key words/ terms were used:
Use of Restraint
Use of restraint with older adults
Use of restraint with people who have Dementia
Reducing the use of restraint

When searching the literature I used the following databases: Cumulative Index to Nursing and Allied Health (CINAHL), MEDLINE and Allied and Complementary Medicine (AMED). In addition, key web sites were used to explore ‘grey’ literature e.g. The Department of Health. The main literature review was carried during 2007 to 2009 and the time frame of the publications was from 1991 to 2009. 

3.2.1 An overview of the literature search results 
The initial search revealed 500+ sources that appeared to meet the search criteria. The titles of these papers, few of which were empirically based research studies, were read and only those that focused on restraint use in the relevant context were included. This reduced the number to approximately 150 sources and more detailed reading of the abstracts further reduced this number to 40 articles. These 40 key articles were read in detail. 
In addition, to keep up to date with the emerging literature, I set up an ongoing search using the ‘epact’ alert system that alerted me when any new information became available on the subjects in which I was interested. I set up an electronic folder to store any such references for use at a later date.
 Paper copies of articles were also stored in separate folders under the key words identified. A summary of the approach taken is presented as a PRISMA diagram in appendix thirteen.
3.2.2 Results of the search strategy and review of the literature.
Each of the 40 articles was read in-depth and a systematic approach was taken to distil key themes that could be identified. This is comprised of a three staged approach as described by Nolan et al (1996). 
Nolan et al (1996) identified three stages to their approach to conducting an overview of the relevant literature, as being: an initial read of the paper; identification of key themes; and comparisons across and between themes which results in a conceptual overview of the field. This approach can then be used both to identify what is already known on a given topic and to inform the aims and objectives of any future study. How I applied these three stages is described below.
Stage one: Initial read of the paper
Having read the abstracts of the articles as part of the selection process it was then necessary to read each of chosen the articles to begin to distil the key messages they contained. Therefore each article was read in-depth and whilst doing this I highlighted key ideas within the text with a highlighter pen. I then wrote a summary of the main conclusions of each article, together with emerging themes on a separate piece of paper. On this piece of paper I listed the title date and authors at the top of the page, I then made some general comments including the key ideas emerging from the article.
Stage two: Making comparisons
Having made a synopsis of the 40 articles listed on separate pages I was then able to compare each of the summaries and begin to identify shared themes by grouping recurring ideas and make comparisons about how they were presented and defined. I began to note the various themes and the dimensions they comprised on further separate sheets of paper in order to start the process of conceptual refinement. The key dimensions of the themes were tabulated and these are presented as summaries later in this chapter. 
Stage three: Formulation of the themes
Finally having made the comparisons and identified recurring themes these were cross checked across all the sources and ideas captured using as few headings as possible to distil more abstract and encompassing concepts. From this review six major dimensions were identified that captured the key messages emerging from the literature. These were used to help inform the content of the questionnaires and topics to be explored in the focus groups, and later to design the educational programme delivered in phase two of the study. The main themes were as follows;
1. Definitions of restraint
2. Practices and devices that constitute restraint use
3. When and why restraint is used
4. Nurses views on restraint use
5. How the use of restraint can be reduced in practice
6. Alternative approaches to manage risks and subsequently reduce the use of restraint 

Whilst the review identified the six themes presented above it was clear that there was little consensus in the literature and that there remain many contentious issues. It was therefore apparent to the core group that, as we had anticipated, the literature would not provide us with a ‘cut and dried’ answer that was certain to work. Nevertheless we felt that the themes identified were sufficient to provide preliminary direction for the intended study. Each theme is now considered in turn.
3.2.3 Definitions of Restraint





1993	Magee 'et al'	Suggests definition of restraint limited to mechanical devices applied to the patient’s body or chair.
1993 	Staunton and Whyburn	Definition focused on the physical aspects of restraint.
1995	Sullivan and Marx	Suggested that restraint limits an individual’s freedom for voluntary movement’
1995	The Canadian Nurse	Confirmed that there are many misconceptions and unclear definitions about restraint 
1997	Bell	Generally explored chemical and other means of restraint 
1998	Karlsson 'et al'	Identified a lack of staff knowledge concerning definitions and rules and regulations for the use of restraint
1999	Brennan	Identified more subtle forms of restraint, from a basic human rights perspective i.e. taking people’s walking frames away 
2002	 Council and care	Defined the term restraint as being ’The intentional restriction of a person’s voluntary movement or behaviour’
2008	Royal College of Nursing	 Defined the term restraint as ‘Restricting movement or liberty’
Table 3.1 Summary of definitions of Restraint

This table demonstrates that the early definitions of restraint focussed primarily on physical aspects with broader and more holistic definitions of the concept emerging over time. 
Bell (1997), argues that debates about the nature of restraint in care settings for older people are far from new and yet as Karlsson et al (1998) note a great deal of uncertainty still exists amongst staff as to what restraint actually comprises and when it is appropriate to use or not. These authors highlight the need for greater clarity and more training for staff. 
Broadening debate beyond the need both for physical and / or chemical means Brennan (1999) suggests that practices such as taking people’s walking frames away from them also constitute restraint and argues for the inclusion of more subtle dimensions that many staff would probably not consider as being restraint at all. 
This uncertainty and confusion in the literature was also considered in The Canadian Nurse (1995). This article summarises what might be considered to be many common misconceptions surrounding the use of restraint, which may provide staff with a legitimate rationale for its use. These include beliefs that:
	Restraint always keeps the care recipient safe 
	People do not mind being restrained 
	Restraint will stop people from falling 
	Restraint is the only way to handle aggressive, agitated or confused people.
It is clear that whatever form of restraint is applied, its use is contentious and this presents practitioners with a range of moral and ethical dilemmas that often cause conflict amongst clinical teams (Dawkins 1998). Clearly greater clarity would be of considerable benefit. 
In seeking such clarity the RCN (2008), provide a more inclusive definition of restraint as being anything that ‘restricts movement ‘or ‘restricts liberty’. Counsel and Care UK (2002) cited in the RCN (2008) go one stage further and from a consideration of the international literature add a conscious and planned dimension so that restraint becomes ‘the intentional restriction of a person’s voluntary movement or behaviour, behaviour indicated as planned or purposeful actions’ (page 2), (my emphasis) as opposed to unplanned or unintended actions. 
The RCN (2008), however, do not consider that limiting a patient’s movement is restraint if this is deemed necessary as part of a medical or nursing procedure, with restriction of movement then being viewed as a clinical necessity, operating in the patient’s best interest. This brings a further level of complexity by adding an element of clinical judgment into the equation. 

In conclusion therefore, the literature around restraint provides a broad range of definitions some of which limit it to mechanical and / or chemical means, with others adopting a much more inclusive approach, including subtle means such as the removal of aids to mobility such as walking frames. More recent definitions bring in issues concerning intent or motive, suggesting that in certain circumstances restraint can be justified, if it is deemed in the best interest of the patient. Most authors agree that greater clarity is highly desirable but this still seems elusive and a widely agreed consensus did not emerge from the literature.






3.2.4 Practices and approaches to care that constitute restraint




2003	Irish Nurses Organisation	Predominantly specified that types of restraint fell into the following two categories, physical and chemical
2004	The Australian Department of Ageing	The Australian Department of Ageing categorised the following as types of restraint:Physical restraintChemical restraintUnpleasant physical, sensory or verbal stimuliWithholding of basic human rights

Table 3.2 Summary of Practices and approaches to care that constitute restraint

Not surprisingly, given the lack of clarity about a definition of restraint, the literature was equally unclear about what types of practices, devices and approaches might be used. Indeed, as can be seen from the table above there is considerable conceptual overlap between the definition of restraint and practices that might constitute it. One of the overriding issues I identified at this stage was a general lack of research on the different types of restraint.

Consistent with the literature The Irish Nurses Organization (2003) suggest that restraint can fall into two broad areas, these being physical and chemical; however, the examples cited below suggest a very wide interpretation, especially of what can be seen to constitute physical restraint. It seems unlikely that everyone would agree with the Irish Nurses Organisation that all of the areas below would constitute restraint:
• Cot sides
• Harness
• Locks (Mechanical and Electronic)
• Arranged furniture to impede movement
• Specially designed chairs to immobilize
• Inappropriate use of nightwear during the day
• Putting a person into bed during the day who doesn't need rest
• Vests, body harnesses or wrist restraint garments
• Controlling language, body language and non-verbal behaviour
• Isolation from others
• Sedative medication.

The Australian Department of Health and Ageing (2004) provided a broad typology and identified four key means of restraint. These are as follows: 
● Physical restraint includes devices such as lap belts, tabletops, bed rails, and chairs that are difficult to get out of such as beanbags, and deep chairs.
●The inappropriate use of antipsychotic, antidepressant, anxiolytic and hypnotic drugs is deemed as chemical restraint. 
●Practices that use unpleasant physical, sensory or verbal stimuli (any voice tone, command or threats that are used to limit a patient’s mobility) in an attempt to reduce undesired behaviour are also identified as a third form of restraint.
●Finally, the withholding of basic human rights or needs e.g. food, warmth, clothing, or a patient’s belongings; or a favoured activity, for the purpose of behaviour management or control or limiting a patient to a particular environment (e.g. confining a patient to their bedroom) constitutes a fourth form of restraint.
This much broader typology introduces further challenges as it includes activities within a psychiatric setting that have often been viewed as therapeutic, for example token economy as a means of controlling behaviour. Such concerns go beyond issues of definition to raise some more fundamentally ethical and moral questions suggested in the use of restraint that touch on matters of intent in the use of restraint, and when and in what circumstances it can be considered as legitimate and indeed necessary? 

It is clear that the definition of restraint adopted will impact on the types of practices that are seen to constitute restraint and this has obvious implications for questions concerning restraint reduction. It is also apparent that if staff are to act appropriately there needs to be a greater clarity as to what actions are deemed appropriate and acceptable. In the absence of nationally agreed definitions and guidelines it might be argued that organizations should provide some guidance for staff on their stance in relation to the contentious issues such as restraint use. The core group were aware that no such local clarity existed within our organization and in its absence one important aspect of the study would be to explore the types of practices staff viewed as restraint or not. The next area identified from the literature was why restraint, however defined, is used in practice.

3.2.5 When and why restraint is used in practice?	
The following table represents a summary of the key issues that emerged from the review of the literature around why restraint is used in practice.

Date	Authors	Key Issues
1991	Rampourous and Gibson	Identified the main reasons for the use of restraint was patient safety and protection and prevention of injury
1994	Leger-Krail 	Shortage of staff was identified as a reason for using restraint by staff.
1994	Liukkonen and Laitinen 	Protect patients from injuring themselves, falling, or getting lost were key reasons given for the use of restraint.
1998	Karlson et al	First priority in using restraint was to protect patients from falls and injury
1999	Brennan	Protection of themselves or others.
1999	Jehan	Identified that the use of restraint was due to custom and practice
2000	Govier and Kingdom	Use of cot sides was seen as a major form of restraint.
2000	Chein	Restraint used to minimise physical risk to patients
2002	Evans and Fitzgerald	Staff and organizational reasons, i.e. procedures and protocols as stated by an organisation, social group oriented, treatment oriented and Patient oriented reasons i.e. best interests to ensure patients receive life saving treatment if needed
2001 	Watson	Use and misuse
2002	Watson	Identified that staff felt the use of restraint was justified, and they believed they are protecting the person or others from any harm
2002	Gallinagh et al	 Nurses chose to use restraint to prevent confused people from wandering, offer positional support, and restrain those who are confused
2008	Mooney 	Staff shortages and a lack of training were identified as the key reasons that had led poor practice developing around types of restraint in use.

Table 3.3 Summary of reasons why restraint is used in practice


It is clearly important to appreciate why restraint is used in practice, particularly if changes are to be made. As the above table demonstrates the prevention of injury, either to patients or others, is the most commonly cited reason (Morse and Hutchinson, 1991; Brower, 1991, Counsel and Care, 1992; RCN 1992; Magee et al, 1993; Luikkonen and Laitinen, 1994; Sundel et al 1994), suggesting that staff see restraint as an important means of ensuring patient safety. This conclusion was reinforced by studies highlighting the use of restraint in the prevention of falls, especially in patients with Dementia. This is summarised by Liukkonen and Laitinen (1994) who argue that staff have an overriding sense of responsibility to ensure that the patients they are caring for come to no harm.

However, the study by Karlsson et al (1998) indicated that many staff could not account for why certain patients were restrained, suggesting that it may not always be a carefully planned intervention and may have become custom and practice. The failure to provide clear guidance around the use of restraint can result in staff making their own interpretations about what restraint is and this can lead to problems. This was illustrated in the enquiry that followed Harrow Primary Care Trust’s investigation of older patients being tied to chairs (Mooney 2008). The reasons given for this practice were staff shortages and a lack of training leading to poor practice becoming accepted as the ‘norm’ over a period of time. Others have also suggested that staff shortages prompt restraint use as it provides a means of lessening demands on already overstretched personnel (Leger-Krail 1994).

 Studies suggest that poor practice is particularly likely to develop when certain forms of restraint, such as cot sides, are employed (Jehan 1999; Govier and Kingdom, 2000). For many staff in these studies cot sides were not seen to constitute restraint and had become accepted as a convenient and legitimate way to reduce risk to patients and/ or manage ‘difficult’ behaviour. Certainly it seems that aggressive and other forms of difficult behaviour manifested by some people with dementia prompt the use of restraint. For example Brennan (1999) in a survey of 170 qualified nurses working in a variety of elderly care settings found that 90% of them had experienced aggression in the last 12 months whilst 47% said that they didn’t use restraint but acknowledged that they had used ‘restraining methods’. This reinforces the confusion noted above about what restraint is and what is the difference between the use of restraint and employing restraining methods?

Wandering is another form of difficult behaviour that appears to be ‘managed’ by the use of restraint. Gallinagh et al (2002) carried out a longitudinal observational study of restraint use in two hospitals in Northern Ireland. Their findings suggest that nurses chose to use restraint: to prevent confused people from wandering, offer positional support, and to restrain those who are confused. Darby, (1990); and Skinner (1993), also stated that wandering was given as a reason for using restraint with people who have Dementia.

In summary, the rationale for staff using restraint seems largely to relate to concerns for patient safety, but other more complex reasons also emerge to do with custom and practice, exacerbated by the lack of clarity about what restraint actually is.

In an attempt to provide some clarity on why restraint is used and under what circumstances it is acceptable, the Royal College of Nursing (RCN 2008) issued a report on restraint use, ‘Let’s talk about restraint’, which suggested that, in most cases, its use could be avoided by positive changes to the provision of care and support for the older person. However, they also concluded that restraint can be justified in certain circumstances, for example if the person is displaying behaviour that is putting themselves or others at risk of harm, or they require lifesaving treatment via a legal order. This would be a view which most nurses would support and aspire to when using restraint. However the available research suggests that this is often not achieved in practice.

Having considered the reasons for why restraint is used it is also important to appreciate nurses’ views on the use of restraint.

3.2.6 Nurses’ views on the use of restraint
The following table illustrates a summary of the literature review regarding nurses’ views on the use of restraint.

Date	Authors	Key Issues
1998	Murray, Cott	Staff recognized the negative effects of restraint and felt guilty
1999	Brennan	 The study concluded that it was difficult to gain nurses’ views as many said they had not used restraint but had used restraining methods in their practice 
2001	Hantikainen	Stated that restraint was a confusing subject, and that nurses were torn between protecting the patient and allowing them to be autonomous in their decision-making
2003	Wiener et al	Nurses faced a difficult dilemma of having to balance their professional obligations to the Nursing and Midwifery Council and meet the standards of care outlined in their code of conduct with their ethical obligations to the patient in terms of their choice 
 
Table 3.4 Summary of Nurses’ views on the use of Restraint


As nurses are the staff most likely to use restraint in their day to day practice, it is important to understand how they feel about this. 

It has already been acknowledged that most nurses believe that they use restraint to protect patients or themselves. Moreover, in the study by Brennan (1999) half of the participants said that whilst they had not used what they perceived to be restraint, many acknowledged that they had used restraining methods, for example, taking away people’s walking frames. This confusion makes it difficult to gain a clear understanding of nurses’ feelings. However some studies do exist.

Murray and Cott (1998) undertook a study of nurses’ perceptions of the use of restraint, and  concluded that, in the main, staff recognized the negative effects of restraint and felt guilty when using it but continued to apply restraint to protect their patients. Interestingly respondents feared they would be blamed for not using restraint, particularly if patients subsequently injured themselves. Murray and Cott (1998) concluded that the use of restraint often evokes powerful emotions, especially guilt and that staff need to work in a no blame culture if they are to express their true feelings about restraint.

Not surprising Hantikainen (2001) suggested that nurses find restraint a confusing subject and are torn between issues of protecting the patient and promoting autonomous decision-making. This again highlights the ambivalent and conflicting emotions that restraint use can create. Potential ethical dilemmas were explored by Wiener et al (2003), who compared the use of physical restraint in two settings, one a hospital, the other a nursing home. Both groups of staff identified concerns about the use of restraint of a professional and ethical nature but staff in care homes had received more training and was less likely to use restraint due to their greater knowledge base around this subject.

In summary, the literature indicates that it is difficult to gain nurses’ real views on restraint due both to the uncertainty surrounding its use and the ambivalent attitudes of staff. Overall, most staff perceive that maintaining patient safety is the main rationale for restraint use and this may be a means of lessening their own feeling of guilt about restricting patients’ freedom of choice. Despite, or perhaps because of, the complexity and uncertainty around restraint use most nurses receive little if any training. Given the paucity of work it is not surprising that there is little consensus on how restraint use can be reduced. This is an area to which attention is now turned. 

3.2.7 How can restraint use  be reduced in practice?
The following table illustrates a summary of the literature that puts forward ideas on how restraint use may be reduced in practice.

Date		Authors	Key Issues
1989	Evans and Strump	Identified a lack of research into alternatives available for staff to use instead of restraint 
1991	Brower	Change in attitudes and behaviour on the part of the caregivers were identified as being essential if changes in practice around restraint use are to occur
1993	Phillips et al	No additional resources were needed to reduce the amount of restraint used, but a change in attitude is
1994	Werner	Additional resources were needed to reduce the use of restraint especially for staff to attend training
1994	Ford and Walsh	Highlights the importance of education around the use of restraint if changes are to be made
1995	Malosiotis	Stated there must be an appropriate balance between risk and safety
1996	Fletcher	Protocols must be available for staff to access when needed
1996	Quinn	Personalized, individualized care will reduce the amount of restraint used
1997	Donaldson	 Increased understanding of legal and ethical obligations amongst staff is important
2001	Watson	Training around the use of restraint is essential
2002	Evans et al	Restraint education must be provided
2007	Dewar 	Need to attend to the often complex emotional issues around the use of restraint
2008	RCN	Greater attention to the general care regime in homes and standards set and monitored
2009	Meyer	Managing risks can reduce the use of restraint
Table 3.5 Overview of suggestions to reduce the use of restraint

 If, as the RCN (2008) maintain, most instances of restraint can be avoided by greater attention being paid to the care regime the key question becomes, ‘How can such changes be instigated?’ The limited literature on reducing the use of restraint provides some indications.

 Evans and Strump (1989) identified a lack of research into alternatives to restraint use but others suggest that a key requirement is a change in staff attitudes (Brower 1991). Not surprisingly therefore researchers such as Ford and Walsh (1994) highlight the importance of education in helping to reduce the amount of restraint used and believe that it must stimulate an enquiring mind in staff. This would seem to indicate that training must be relevant to those attending, and provide them with the opportunity to openly discuss their fears and anxieties rather than simply providing them with the facts.

Whilst some argue that a reduction in restraint requires the investment of additional resources (Werner 1994), others suggest the opposite believing that reduction in the use of restraint does in fact save money (Phillips 1993). However, the provision of additional training is unlikely to be cost neutral and as a minimum, extra money will be needed so that staff can attend training.

The promotion of an individualised approach to care, coupled with creating greater awareness amongst staff about alternatives has been seen to reduce restraint use (Quinn 1996). The use of protocols to support staff decision making and to assess the need for restraint on a case by case basis (Fletcher 1996) to help them achieve an appropriate balance between safety and autonomy has also to be promoted (Molasiotis 1995). Similarly enhancing staffs’ understanding of the legal and ethical issues surrounding restraint is also seen as an essential component of successful programmes by others (Donaldson (1997).
In applying several of these principles Watson (2001) developed a programme that involved staff exploring the types of behaviour that they regarded as challenging, considering why patients might behave in this way and devising ways of preventing such behaviours in the first place. 
From the discussions it is clear that the literature strongly suggests that any programme that we devised should have as a key element, an educational component.
Another important consideration was the existence of alternatives to the use of restraint, these are now explored.

3.2.8 Alternative approaches to managing risks and subsequently reducing the use of restraint. 
The following table illustrates a summary of the literature that examined alternative approaches to restraint use in practice.

Date	Authors	Key Issues
1997	Muster	Managing risks will help to reduce the amount of restraint used
1998	Murray and Cott	Staff must be provided with a supportive environment by management to ensure they can openly discuss any fears they may have
2007	Robinson	Differing views must be discussed and acknowledged
2008	Mooney	Lack of guidance from DOH and at a national level
2008	Evans and Cotter	People with Dementia at greater risk of restraint being used, and identifies the need for different approaches.
2008	RCN	Greater attention to the general care regime in homes and standards set and monitored
2009	Clarke	Differing views must be explored to manage risks
2009	Meyer	Managing risks can reduce the use of restraint 

Table 3.6 Summary of approaches to managing risks and subsequently reducing the use of restraint.


The literature indicated that alternative approaches to reducing restraint require attention to the issue of risk and how this is managed in organisations. It also suggests that managing risks is difficult to achieve as ‘suitable’ alternatives are not necessarily easy to identify and that changing attitudes and behaviour towards things such as risk is extremely difficult to achieve and sustain, requiring the investment of a great deal of time and energy. 

It is clear that staff would benefit from agreed protocols on how risks are best managed in order for them to feel supported in their practice, especially if they are to enable people with Dementia to take risks.

Muster (1997) suggests that the term risk is often used in the same context as ‘hazards’ and ‘danger’. This may be why staff feel anxious and fear reprisals if they do not use restraint. It is important to recognise that you can never totally eliminate risk for people with dementia but there needs to be greater clarity about what constitutes an acceptable risk and how risk can be minimised.   Whilst staff who work with people who have dementia are constantly managing risks to date very little research has been undertaken around this subject. Muster (1997) suggested that is widely recognised that there is a need for improvement in this area. 

Where studies have been carried out, it is suggested that professionals, family carers and patients themselves focus on different elements associated with risk (Robinson et al 2007), these include areas where family may wish staff to keep their relative safe by using any form of restraint i.e. cot sides on their bed at night just in case they fall out of bed. Conversely, professionals may have observed that the person does not move in their bed at night and therefore the risk of them falling is very low. In such circumstances they believe that cot sides are not warranted, and may pose a higher risk as the person may try and climb over them. Clarke et al (2009) support this view and suggest that where there are differing perspectives and views there will undoubtedly be an element of conflict which will need to be managed.

 When working in care settings, such as the homes in Guernsey, this conflict can be even more complex. The local care homes are based within a hospital setting which arguably provides a very structured and hierarchical system when compared to social care environments. Owen and Myer (2009) support this complexity and highlight that whilst staff have to manage risks to individuals they also have a duty of care to other patients who live in the home.
 
Owen and Myer (2009) conclude that the real challenge is in balancing individual risks whilst ensuring that the needs of the whole group are met, which will mean looking at the situation from a ‘best interest principle’ both for the individual and the group.

Undoubtedly, staff who work with people who have Dementia are required to take a range of risks on behalf of, or for, the person; failure to do this will result in the person losing their dignity and freedom. This inevitably places staff in situations which potentially cause conflict, not only for them as individuals but also potentially between team members, who may have differing views.

Mooney (2008) concluded that despite advice being available, such as that provided by the RCN, there are still big gaps in the current guidance on managing restraint. 

This issue is not just confined to the UK. Meyer et al (2009), following a study in thirty nursing homes in Germany, concluded that techniques to ensure the effective minimisation of restraint were urgently needed. Ultimately, promoting independence of people requires nurses to work together to assess and manage the risks with patient well-being representing an overriding factor in how decisions that are made. 

 Much of this goes to the culture of an organisation, and it has long been recognised that if staff are to feel safe to explore a variety of difficult issues then they need to operate in a ‘no blame’ culture Murray and Cott (1998) where open exploration of feelings and concerns is actively promoted and the complex issues that arise are acknowledged and explored 

Implicit in supporting staff to reduce the use of restraint is the whole concept of risk and how it is defined and managed, especially for those with cognitive frailty.
In conclusion, why nurses choose to use restraint or not, always involve some form of risk assessment and ultimately a degree of risk can never be eliminated. This was clearly an area that needed to be considered in the present study.


Having considered the relevant literature the next step was for us to identify an action plan to address the key questions and aims for the study. These are presented in the section below

3.3 Stage Three: Drawing up an action plan 
As already noted the first phase of the study had four primary aims, these being: 
1. 	To examine nurses’ perceptions of the use of restraint in practice
2.	To examine managers’ perceptions of the use of restraint in practice
3.	To explore how restraint is actually applied in practice and to compare this with nurses’ current perceptions
4.	To identify any needed changes 

The action planned to address these aims was to collect the above information using a combination of questionnaires, focus groups and observations as described in the previous chapter. Therefore attention will now be turned to stage four of this AR cycle, the collection of initial data and the results obtained. 

3.4 Stage four: Findings from the first period of data collection
In order to gain a clearer picture of current practice and staffs’ understanding of restraint use in the three homes in question and investigate the problem further, data were collected using four main approaches, as described in the methodology chapter.
These were:
	Questionnaires distributed to all nursing and care staff in the homes
	Separate focus group interviews with senior clinical staff in the three  homes (n=7) and a small number of relative participants (n=2)
	An analysis of documentation and recording of restraint use undertaken by senior staff and myself
	Observations of restraint use and practice in each of the three homes undertaken over a 24 hour period by 6 data collectors including myself.


 The intention at this stage was to assess staffs’ understanding of, and practices around, the use of restraint and provide a comprehensive overview of current restraint use in the homes. This would be used to plan an intervention if change was deemed required. The process of data analysis was described in the last chapter and in order to achieve an element of coherence in presenting the results, data from the above sources were integrated and synthesized under themes. The results will be presented under three broad headings:
	Understanding of restraint
	Perceptions of current restraint use compared to observed practice
	Why staff use restraint and how they feel about its use. 





3.4.1 Response rate and characteristics of the sample










Table 3.7 Response rate from participants

The response rate varied from a high of 72% in home one to a low of 29% in home three. Whilst there is no agreed definition of a ‘good’ response rate for this type of questionnaire, the above levels of variation do provide food for thought. Although it is difficult to account for such differences precisely, a number of potential explanations present themselves. 

Firstly, this may have been due to the fact that at the time of distribution the majority of patients in home one were mobile and presented with challenging behaviours. Indeed, for many of the patients, this would have been the main reason for their admission to the home. In contrast homes two and three had a majority of patients who were physically frail.  Many of these patients had little or no mobility and as such presented with far less challenging behaviours. Therefore it is possible that the issue of restraint use had more relevance to staff in home one. Conversely, participants in homes two and three may not have viewed the use of restraint as of direct relevance to them. This issue was not explored further at the time and in retrospect it is a limitation.

Secondly, it is important to acknowledge at this point that, prior to the study, the modern matron, (as part of her normal management monitoring), had identified that the leadership in home three needed strengthening and, on reflection, this could have also been a contributing factor to the lower response rate in home three. 

To address this, she had decided to move one of the senior staff nurses (band six) to home three, to support the manager and strengthen the leadership within that team. When the study began, the leadership in home one is best described as being dynamic, democratic and inclusive of staff. This approach was seen to a lesser extent in home two, but was not evident in home three, where the leadership tended to be more autocratic in style with less staff discussion and involvement. 

Although I was aware of these differences due to my management role at the time, the study did not set out to explicitly explore the impact of leadership. This is again something that will be considered more fully later. 

A third potential explanation is that staff may have found the topic of the questionnaire a sensitive one, something borne out by their emotional reactions to the issue of restraint (see later). 

Fourthly, the fact that I chose not to send out a reminder (see methods section), may also have contributed to the low response rate.

Despite the somewhat disappointing response rate, the questionnaires provided data important to shaping the direction of the study, as did the data gathered from the focus groups, observations and documentary analysis. These are considered below after some demographic information about the participants.


3.4.2 Previous experience of participants
 With regard to the level of staff responding, just over half were unqualified staff (16/29) with the remainder being qualified nurses, mostly at band 5 (staff nurse). This was representative of the overall staffing levels on the units at this stage in the study. What is worthy of note, given the above variation in response rate, is that the proportion of qualified staff returning questionnaires from each unit was very similar (5/4/4) and that the differences in response rates were due primarily to the percentage of unqualified staff returning questionnaires (10/4/2).

This ratio of qualified staff to unqualified staff was consistent with the skill mix ratio of staff employed at the time of the study. The higher response rate of unqualified staff from home one is likely to reflect the inclusive leadership style noted above and the fact that the home manager informed me that she had encouraged staff to complete a questionnaire and had reminded them to do so at handovers.
The limited response rate, especially from unqualified staff in homes two and three reinforced the importance of addressing issues of restraint and raising awareness of restraint through education and training. 








3.4.3 Length in post

Length of time in post 	Number of  replies phase one







 Table 3.8 Length in post 


However, overall there was generally a stable workforce in the homes at the start of the study (and this remained the case throughout). This has potential implications for the introduction of change initiatives that will be discussed later. There were 9 non - respondents to this question, which equates to approximately a third of the total questionnaires returned.

Exploring how long people had been in post in the investigatory (preliminary) phase of data collection highlighted that 1/3rd of the participants had been working in this field of care for less than 5 years with the remaining 2/3rds for 5 years or more. However, whilst 2/3rds stated they had been working in this field of care for more than five years, we did not specifically ask them if this was in Guernsey; therefore some of this time could have been in other settings.

In addition to the questionnaires, focus groups were held with both senior clinical staff and a small number of relatives from across the units. The focus groups held for senior staff were attended by band 5 and 6 nurses and the home managers. The home managers selected a day when the focus group would be run, and the staff who would attend based on their shift availability. 

The numbers generally reflected in excess of half of the qualified staff from day duty in each home. The focus group for relatives comprised of 2 people; one further relative withdrew due to health problems on the day of the focus group. Possible reasons for this relatively low number of relatives may be due to the fact that in inviting the relatives to participate in the study, I wrote to those regular relatives who attended the home on an ongoing basis and also attended the monthly relatives meetings held by me and the modern matron. 
If the relatives did not respond to the initial letter, I did not follow this up as I did not want them to feel pressurised in any way. The relatives may have also felt that restraint use was not an issue for them and their relative, hence they did not attend. Whilst the small numbers were disappointing, it was nevertheless important that their views were represented. On reflection it may have been more helpful if I had undertaken individual interviews with the relatives and, as a result, I may have had more relatives involved.

Documentary analysis involved a member of the senior staff who had also taken part in the focus groups and myself and the observations of practice comprised of a team of 6 data collectors, including myself. These approaches have been considered in more detail in the methodology chapter.

Having briefly described the nature of the sample and the data collected, attention is now turned to the three main themes that emerged from the analysis of the data, beginning with staffs’ understanding of restraint that was apparent in the three homes.
3.4.4 Understanding of restraint  

Although diverse types of data were collected from disparate groups of participants there was a considerable degree of consistency in their understanding of restraint and this is best summed up as limited and rather confused. People were asked a range of questions relating to their understanding of restraint including: whether or not a policy for its use existed; what comprised restraint from a list of options generated from the literature; and why and under what circumstances restraint should be used.

The confusion surrounding restraint is perhaps best illustrated when it is considered that 21 out of 26 participants believed that there was a policy on restraint use when, in fact, at this stage in the study no such policy existed. 
Senior staff who attended the focus groups were equally unsure as to whether a policy existed or not. This was rather a surprise and demonstrates the degree of uncertainty surrounding the issue. This was consistent with the literature previously presented.














Taking away peoples walking aids	14	6	6	1	1	
Telling people to sit down	14	4	2	1	4	3
Others	NIL	NIL	NIL	NIL	NIL	NIL
    
 Table 3.9 Forms of restraint


No other forms of restraint were identified by any of the respondents to the questionnaire at this point. This would seem to suggest, at this stage of the study, that the participants’ understanding of forms of restraint was limited and confined to the suggested list. The forms of restraint also supported the groups identified within the literature, which suggested physical and chemical approaches.





‘Not allowing them (patients) the freedom (to move about) it may not be direct physical (restraint) but stopping them getting out of an area’. 

‘Putting a person or a patient in a way that basically you are taking away their independence, their right to mobilise even when they feel like it’. 

‘Preventing someone from doing something that they would do but it would be preventing someone from doing it in their own best interest i.e. cause injury to themselves or others’. 

The above caveat about the rationale for using restraint was re-iterated several times as noted above and reinforced below. Such rationalisations will figure again when wider staff responses to the questionnaire are considered. 

‘With people who have Dementia, it is about keeping them and others safe’.
‘It can be perceived in one of two ways, one that is used when dealing with patients who have specific needs at specific times, and another in stopping them doing what they want’.


Interestingly, relatives took a largely instrumental attitude towards restraint and, rather than seeing it as an infringement of liberty, they attributed its use as being primarily for the safety and comfort of their loved one:

‘I think it is mostly so they don’t hurt themselves’.
 ‘I visit at every mealtime and for some that (the use of restraint) is the only way they would get them to eat anything if not they would just wander’.
‘They also have the big easy chairs this helps people slipping off the chair onto the floor it is much more comfortable for them’.

Indeed, relatives seemed both reassured and grateful for use of the above approaches in some instances:
‘I feel grateful because it is gentle restraint I have no anxiety about it’.
‘What they do here doesn’t appear as a restraint; it is more for the patient’s comfort’.
The latter comments in particular, highlight the potentially ambivalent nature of what constitutes restraint, to whom and in what circumstances. Clearly, the issue is not ‘cut and dried’ and this, in part, may help to explain the apparent confusion that the data highlight. However, the fact that the majority of staff believed that there was a restraint policy when there was none indicated that considerable confusion existed, and that this needed to be addressed. Such confusion was reinforced when the data relating to current restraint use was considered. It is to this aspect that attention is now turned.

3.4.5 Perceptions of current restraint use compared to actual practice 
Several elements of the questionnaire and a number of questions in the focus group tapped in to perceptions regarding current practice of restraint and the documentary analysis and observations of practice provided another form of data relating to actual use and how it was recorded. These data again raised some interesting issues.
Data provided some contradictory evidence on the extent of restraint use and the most common forms adopted, when compared to a range of general definitions of the term restraint. The observational data indicated that restraint was in widespread use across the homes with the vast majority of patients (50/55) being the subject of some form of restraint. This was under-estimated by the senior staff in the focus groups who believed that 37 of the 55 patients were subject to some form of restraint. 
The observations revealed that by far the most common form of restraint was bed rails/cot sides (44) followed by:  medication (17); chairs (16); tables (14) and a belt (1). This was largely mirrored in the staffs’ responses to the questionnaire, which identified cot sides, chairs and tables as the primary forms of restraint, something that was also re-iterated in the staff focus groups. However, notable by its absence, was the mention of medication as a form of restraint. 
The observations of practice indicated that medication was the second most frequent form of restraint after the use of cot sides, with medication being used as a form of restraint on 17 patients. However, no one identified medication use as a common form of restraint in the questionnaire and it was only mentioned as being used on one patient in the focus group data.  This clearly suggests either that staff did not know how such medication was being used or that they did not view the use of medication as a form of restraint. Either explanation suggested a need to address this issue.
It was agreed by me and the link lecturer, that the subject of medication as a form of restraint would be addressed as a separate education session. We decided upon this approach after reviewing the literature and guidance on best practice. It was clear that we needed to cover a large volume of information in the initial educational session around restraint and the use of medication as a form of restraint would warrant a separate session. Staff were however more aware of how frequently restraint was used as illustrated in the following table;





Table 3.10 How often do you use restraint?
What emerges again here is the difference in perceived use of restraint in home one compared to the other two homes. Given that restraint was in reality used evenly across the homes, this would suggest that there was potentially greater awareness of the real extent of restraint use in home one. Possible reasons for this could relate again to the challenging behaviours that many of the patients in home one presented with compared to the other homes.
There was consensus across the data that decisions about when to use restraint was primarily led by nursing staff see Table 3.11. This most often followed a team decision, in which doctors and where possible, relatives, were consulted and involved, as illustrated in the table and quotations below:
The team	20
Ward manager	16





Table 3.11 Who decides if restraint should be used?
It was considered highly unlikely that the patient themselves would be involved in the decision:
‘It was highly unlikely that any of them (patients) would have been involved in any decision’.
This was consistent with the patients’ stage of their illness in that the majority were experiencing the later stages of Dementia and as a result would not have the capacity to consent to such decisions.
However, relatives were involved wherever possible and it was felt that they would ask if they felt that they needed to be part of such decisions:
‘Most of the time I am involved but if not I ask’.
‘I go in so often that you get to know the staff and you talk to them, they volunteer the information, they don’t hold back’
‘The staff keep us informed, they have even phoned me at home for things which is really good’.

These data suggest a culture of openness with relatives. Such a culture also seemed apparent amongst staff, with any difference of opinion being resolved by a mixture of discussion, good communication, use of outside ‘experts’, for example specialist nurses or members of the health and safety team. It was believed that decisions were informed by a consideration of what would be best for the patient, as illustrated in the quotations below:
‘When we have had this (a difference of opinion) we just get together and thrash it out’

‘We involve senior managers if we need support’.

‘We do use other experts i.e. the moving and handling trainer’.

‘We would look at alternatives to find a resolution that best meets the needs the needs of the patients and not the staff’.

‘We have to measure the risks and the well being of the patient’.


However these data need to be interpreted with some caution as they suggest a degree of planning and pro-activity in relation to restraint use that was not fully borne out by the rest of the data.  

Confusion was also apparent with respect to how the use of restraint was documented and evaluated. The staff questionnaires revealed that there was a belief that the use of restraint was systematically documented primarily in: care plans (10 staff); care pathways (7); other nursing documentation (4); or the patient’s notes (3). However, the documentary analysis could find no indication at all of any record of the use of restraint.

Focus group data with senior staff also suggested that there was little, if any, systematic attempt to evaluate the effectiveness of restraint use but that this relied on fairly ad hoc approaches such as observation of reduced numbers of falls, or feed back from staff and relatives. There appeared to be no attempt to assess the need to stop the use of restraint once it had been started. This might suggest again that staff felt supported and reassured that safety mechanisms such as cot sides were in place and removal of such mechanisms would cause them anxiety.  

Whilst all of the above provide a very useful context, some of the most interesting results emerged when staff were asked to consider why they used restraint and how they felt about it. This will be considered next.


3.4.6 Why staff use restraint and how they feel about its use

The ambivalence that people felt about the use of restraint and their need to provide some justification for its use have already been briefly alluded to, and these messages were considerably reinforced by the data relating to staffs’ perceptions of why they use restraint and the feelings that its use engendered.

The basic ambivalence was captured in response to the question which asked staff to consider if they believed that restraint was always justified, with the majority of staff feeling that this was not always the case (17/27). When they were subsequently asked an open-ended question as to why they would use restraint, responses fell into three broad categories. 

One, the most frequent, was primarily concerned with ensuring the safety of the patient. This was usually seen to be for the patients’ own benefit but occasionally was seen to be for the benefit of staff in that they would not be subject to criticism if, for example, patients fell. The second most frequently cited reason related to the desire to improve care and do the best for the patients as the following quotations suggest: 

‘For the safety of the client and provide what is best for them’.
‘Protecting people and the individuals’.

Whilst the third suggested that, in some instances, there was no alternative or that it was a last resort.

The desire to reduce potential harm to patients was cited by the vast majority of staff as the primary reason for using restraint (27/29) and included both harm to the patient themselves (for example, from falling or otherwise injuring themselves) or protecting other patients from potential aggression. The brief statements below provide a flavour of these responses:

‘For people’s own interest’.
‘Preventing injury to the patient’.
‘Other patient’s safety’.
‘When a patient is in conflict with another patient and we need to separate them’.


In addition to this overriding concern with safety, several staff noted that the use of restraint could be for more overtly therapeutic reasons in that it was sometimes necessary to allow patients to sit in a more comfortable position or to feed themselves more independently. Whilst this explanation emerged both in response to the questionnaires and the focus groups, this was not observed in practice at this point in the study.

This raises some important ethical issues worthy of consideration for those undertaking research, specifically those who use Action Research. The researcher could find themselves in difficult situations if they observe aspects of practice with which they do not agree or cause them concern. Being aware of my responsibilities as a nurse and researcher, I was placed in a difficult situation at this stage of the study but had agreed with the modern matron about the need to raise any issues as we went through the study if such situations arose.

 The following demonstrates how I dealt with this particular situation. When reviewing the direct observation data at the end of the preliminary phase of data collection, I was immediately concerned about some of the findings that emerged. I noted in one of the homes that several patients appeared to be subject to the use of cot sides from shortly after lunch right through to the next morning. 

This concerned me as a registered nurse, and I felt that I could not just ignore this fact and needed to look into this in more detail immediately. I raised this concern with the modern matron and the ward manager, who then went off to find out the reasons why this was happening.

What emerged as a result of this enquiry was that staff had developed a routine of putting some people to rest on their beds after lunch with the intention of getting them up later. However, it seemed that these patients were staying in bed from after lunch until the next morning. The modern matron and the ward manager identified that there was no clinical rationale for this practice and set about dealing with this immediately using their usual management processes to rectify the care being given. 

The modern Matron and the ward manager met with all of the qualified staff in home three and presented the concern that had been highlighted. The team discussed the issues at length and there appeared to be no real reason for this why this practice was occurring, although staff indicated that perceived staff shortages may have been a contributing factor. However, this was not supported by the modern matron or the ward manager, as there was no evidence of this when they reviewed the staffing levels. 

As a result of this, the team agreed that this approach to practice had to change immediately. Following this meeting, all other staff in the home were informed that if patients were put on their beds after lunch, and there was no medical reason for them to remain on bed rest, they should be assisted in getting up for the evening meal. Both the modern Matron and the ward manager monitored that this new practice had been introduced. As will be borne out when other phases of the study are discussed, this practice was not seen again at any stage. This incident again reinforced the lack of leadership in home three, where this practice was primarily occurring. 

All senior nurses are required to monitor the standards of care on an on-going basis. It would have been reasonable to assume that this was happening and care was being monitored by the managers, and such practices would have rapidly been identified and addressed. Clearly this had not been happening in home three. What was interesting for me as the manager was that the ward manager and the Modern Matron had not observed this happening nor been aware of the extent of this practice at the time. It is difficult to account for this but both felt that it had been a recent development; they did fully acknowledge that they should have identified these issues themselves.

This was an interesting consideration and could also suggest that when people are working in the same clinical area for a long time that they may become complacent and not actually see what is happening right in front of them, as appeared to be the case here. This reinforces the argument that outside validation and monitoring is important to ensure that practice is critically evaluated and staff are encouraged to examine their practice as others see it. This will be explored further when I reflect upon the study in the discussions and conclusions chapter.

Returning to the data, it was clear that in a small number of instances restraint was used as a last resort when all else had failed, or as expediency in cases of staff shortages, as noted by a senior nurse below:

‘Unfortunately one reason it is used is due to the lack of facilities / resources, sometimes you have to work with what you have’.


Whilst so far the data had illuminated why restraint was used, a particularly striking feature of the analysis was the range of emotional responses that the use of restraint created amongst staff. These varied considerably, but for many, restraint use evoked feelings of guilt, anger and occasional inadequacy. 

When asked directly, the majority of staff said that they felt guilty about using restraint (17/27) because they were conscious that they had, in some way, infringed the patient’s liberty by reducing their freedom of movement or ability to exercise freedom of choice. Some staff also considered that the use of restraint was in some way an indication of their own failings as nurses, something that threatened their professional sense of self. 

These feelings were reduced, to some extent, when staff could cite what they perceived as being a legitimate or better still, a genuinely therapeutic reason, for using restraint.  But, even in such circumstances, negative emotional reactions remained. The ranges of reactions are captured below:

‘I feel guilty because I am taking away their rights’.

‘Even though it’s for their benefit it restricts their freedom and I wouldn’t like it done to me’.

‘It (restraint use) challenges my competence to deal with the patients’.

‘I feel bad that I am unable to control the situation’.


Some staff felt so strongly that they considered the use of restraint as a form of abuse:

‘Feel I have abused the patient’.
  

Not surprisingly, these reactions caused a number of staff to feel angry, stressed and anxious and for some highlighted the need for a clearer policy about when and under what circumstances restraint should be used. Some were clear that it should not be used for the convenience of staff:

‘If it’s (the use of restraint) warranted fine but people need to think and ask themselves why before carrying it out’.

‘Okay (if used) for a good reason but not if they are using it to make their job easier’.

There was agreement that restraint use was a contested and uncertain issue and the data certainly highlighted the lack of clarity in several areas. The issues were seen to be even more complex in areas caring for older people with mental health problems, as noted by the respondents in a free text box where additional comments could be provided:

‘Restraint is a grey area, we have all had experience in acute areas but this is different, we need training in this’.







3.4.7 Training and education

The need for training emerged strongly from the questionnaire with only 9 out of 29 staff having had any related training in the last 12 months and much of this was more to do with the management of aggression rather than dealing specifically with restraint use. Eight staff had had no training on the topic at all and for 6 participants any training had been at least 3 years ago. This appeared to suggest that training in the use of restraint would help increase the participants’ levels of knowledge and understanding and potentially reduce the levels of anxiety they were currently experiencing.

Tellingly none of the 29 staff felt that restraint use could ever be eliminated altogether but there were clearly several areas where current understanding and practice could be improved. This again suggests that the use of restraint was an important issue that was here to stay and needed to be addressed.

The baseline data collection therefore reinforced the need for action to be taken with regard to the use of restraint and the next section will describe how the intervention, in the form of an education/training initiative was planned and implemented. Before that, a brief overview of the issues emerging from the first period of data collection is presented. In addition the reflections of the core group, taken from the field notes gathered during the study at various meetings held are also presented.
3.5 Stage five: reflections 
In line with the principles of AR it was important for us to reflect on the findings from the first period of data collection. The following are some of the reflections and feelings of the Core Group at this point.  
 From the findings our initial concerns around the use of restraint had been reinforced, in particular:
●There was a lack of understanding and knowledge of what restraint was 
● Many staff had not received training around this aspect of care and this needed to be addressed through training and education sessions
●Staff needed support in managing this challenging aspect of care 
 ●The findings indicated that what staff thought was happening in practice was not always what we had either seen documented or observed in practice. 
On reflection we felt the first phase of the study had gone well. We thought that it had been well organised and that the time spent in preparation beforehand had been essential. At this stage we genuinely believed that we were using a fully engaged approach to AR by involving all of the staff via the use of the questionnaire. Upon much later reflection it was clear that at this stage we were utilizing more of a Technical-scientific and positivist approach to Action Research rather than fully engaging and involving the staff and seeking their views and active participation more widely. How this realisation occurred and its impact will be considered later.  At this stage we concluded that further action was needed and that this would involve a second phase of AR, this is considered in detail in the next chapter










Chapter four: Phase two of the study 
Leading on from phase one the second phase  comprised two cycles of AR, each being informed by the five stages identified by Kemmis and Mc Taggart (1982). How these were actioned form the substance of this chapter. 

4.1 Cycle One.
4.2 Stage one: Problem identification
It was clear from the results of the first round of data collection that our initial anecdotal concerns about restraint practice were justified. The analysis of the data from the questionnaires, focus groups and observations revealed that: there was considerable uncertainty about what constitutes restraint; variation in the perceived use of restraint and its application in practice; and a lack in consistency in the way that restraint was  used, with little documentation and evaluation of its impact 
  
4.3 Stage two; Consulting the literature
Rather than undertake another review of the literature we looked closely at the initial literature review and used this as a basis to inform the development of an educational initiative that was designed to begin to address some of the deficits found in current practice.
 
4.4 Stage three: developing the action plan in the form of an education and training package
Having acknowledged that we needed to provide some education and training, the first step the group took was to liaise with the link lecturer who specialized in the care of older adults who have mental health problems. She had been fully involved throughout the study and was a member of the core group.

 Having looked at the findings myself and reviewed the literature around this topic, we highlighted the key issues that we felt should be covered in a training programme. We provided the link lecturer with the raw findings from phase one of the study and an overview of the literature to help her to reach her own conclusions as to the content of the proposed intervention. 

With hindsight, and more in the true spirit of action research, we should have involved the participants more fully in developing the training package with the link lecturer and myself. However, at this point, I did not want to unduly influence their response to the intervention. This probably reflects my own limited interpretation of Action Research and this is an issue that will be considered further when judgments as to the quality of the study are made, and how later stages of the study were implemented.  

The link lecturer developed a training programme the contents of which were agreed with the core group. We did not want it to appear that restraint was being singled out in some way as in need of ‘special’ attention, so we decided that this education programme would follow the normal pattern of on-going education already operating in the homes. 

The homes already held various educational events, which comprised of regular two hour sessions being delivered every week. The session on restraint would be consistent with this pattern with the session being offered a number of times so that as many staff as possible could attend. It was agreed that all grades of staff from each of the three homes would be invited to attend any session. This would allow for cross - fertilisation of ideas and support the importance of the project throughout the homes. 

 The sessions at this stage were run by the link lecturer who was well known to all of the staff, as she coordinated most of the educational sessions in the homes. 
The programme covered:
          ▪ Definitions of restraint 
          ▪ When it should be used 
          ▪ Legal and ethical issues surrounding its use 
          ▪ Different types of restraint
          ▪ The effects of using restraint
          ▪ Issues surrounding best practice when restraint is applied
. 
Case studies were used to illustrate a range of practical issues and discussion helped to explore some of the emotions that staff experienced when using restraint and the practicalities they faced with the patients with whom they were working. 

We acknowledged that there was a lot to cover in the session but we wanted to provide an overview of the subject and provoke thinking amongst the staff so that when they went back to the homes they would continue talking as a team and together develop solutions to address the difficulties they faced in practice. We did not wish to dictate how the teams took things forward and so we left subsequent action largely to them. It might be argued that we could have been more directive and not left such issues to chance but at this stage we felt this would have been too restrictive and want staff to explore potential solutions for themselves.  

The sessions were very informal with each lasting two hours. At this point 59 staff were employed across the three homes. The sessions were attended by 55 staff in total with only 4 not attending a session, which was very encouraging. At this stage we did not formally evaluate the sessions but verbal feedback we received from staff indicated that they had appreciated the content, which was seen as relevant and covered the key areas around the use of restraint while suggesting possible alternatives and solutions. Anecdotal comment suggested that staff felt their knowledge had been improved. 
The next important stage of the study was to observe if there was any immediate impact from the training and education programme.  Subsequently, the core group agreed that two weeks following the final education session, a second phase of data collection would be repeated. Again, in retrospect this was too brief a period for any impact to have occurred.
4.5 Stage four:  findings from the data collection
In order to gain a clearer picture of the current practice and staffs’ understanding of restraint after the delivery of the training programme, a second round of data collection was repeated using the same methods as in the first round, apart from the focus group with the relatives. Consequently, the following activities were undertaken: 
	Questionnaires were distributed to all nursing and care staff on the units (n = 66);
	Separate focus group interviews were held with senior clinical staff on the three units (n=7)
	An analysis of documentation and recording of restraint use undertaken by 3 senior staff and myself
	Observations of restraint use and practice on each of the three units undertaken over a 24 hour period by a team of 6 data collectors including myself.

As noted above, the data were intended to provide a comprehensive overview of current restraint use following the training and education sessions on the units and to assess the immediate impact of the training. This information would be used to plan further interventions in the Action Research cycle. As with the previous analysis, data from the above sources were integrated and synthesised and will again be presented under three broad headings used previously (in order to facilitate a comparison). These themes are:
	Understanding of restraint
	Perceptions of current restraint use compared to observed practice
	Why staff use restraint and how they feel about its use. 
Prior to this brief consideration is given to the response rate to the questionnaire and the nature of the sample who participated in the study in this second phase.

4.5.1 Response rate and characteristics of the sample
Table 4.1 provides a comparison of the percentage of questionnaires returned in phases one and two both from the individual homes and the overall response. Questionnaires were distributed and collected in exactly the same way as phase one. 

Table 4.1 Response rates

As can be seen, the response rate showed an overall increase from 48% in phase one to 60.5 % in phase two. Looking at these data in more detail, it can be seen that there was a slight decrease in response from home one but increases of 19% in home two and 35 % from home three. This suggests that having received some training around the use of restraint in practice the participants felt more equipped and knowledgeable to complete a questionnaire.

The significant increase from home three was particularly encouraging. As previously stated, there were some concerns about the leadership in home three. Consequently, prior to the collection of data in phase two, the matron had moved one of the senior staff from home one to home three. This action was not as a direct result of this study but is an important point to note, as this was the only different intervention that had taken place in addition to the training and education sessions. 

 With regard to the level of staff responding, just over half were unqualified staff (23/40) with the remainder being qualified nurses, mostly at band 5 (staff nurse). This was representative of the overall staffing skill mix levels on the homes at the time and was very similar to phase one. The proportion of qualified staff returning questionnaires from each home was also very similar (6/7/4) to phase one and indicates that the increase in response rate was due primarily to the percentage of unqualified staff returning questionnaires (7/6/10).  Consistent with the overall improvement there was a noticeable increase in the numbers of unqualified staff responding in home three on this second round. This may again have reflected the changes in management that were instigated.

The length of time the participants had been in post was very similar to the split in phase one where 1/3rd had worked for less than five years compared to 2/3rd’s of the participants who had been in post for more than five years. Due to the timescales involved, I would not have expected any significant changes in staff turnover at this stage.

The focus groups were held with senior clinical staff from each of the homes using the same methods as applied in period one. No relatives took part in phase two for reasons previously discussed in the methodology chapter.





4.5.2 Understanding of restraint  

As in period one, there was a considerable degree of consistency in the participants’ understanding of restraint and the data suggested that, whilst their knowledge had increased, there was still considerable confusion over certain issues.

Despite the fact that no policy on restraint had yet been introduced 15 participants thought there was a policy demonstrating that confusion remained. There did not appear to be any significant difference between qualified or unqualified staff responses.














Taking away peoples walking aids	12	10	10	1	2	
Telling people to sit down	11	10	8	2	2	3
Table 4.2 Forms of restraint

The forms of restraint additionally identified by the participants are illustrated in the following quotations:
 
‘Putting patients in the snoozelen room / own room’.
‘Forgetting to put glasses on, hearing aids, dentures in’.
‘Not showing people where things are’.
‘Raise the end of the bed’.
‘Place food out of reach/ Deny favorite foods’.
‘Physically restraining the patient’.
‘Wheelchairs left in the dining room’.
‘Chairs with tables in front of them’.

These quotations are interesting in that they suggest that participants were now thinking far more laterally and identifying actions such as ‘denying favourite foods’ and ‘forgetting to put glasses on’ as forms of restraint.
 
This would seem to extend the definition of restraint considerably as it could be argued that denying access to favourite foods, whilst undoubtedly a ‘restraint’ on quality of life might not be seen a restraint in the usual meaning of the word.  In addition, the participants stated that leaving people sitting in a wheelchair at the dining table after they had finished their meal would also be seen as a form of restraint. 

The responses would seem to indicate that as a result of the training, staff now had more knowledge about the use of restraint and were able to see that some of their previous practices had indeed restraining elements in them.

The focus groups did not suggest that senior staff had taken this broader view on restraint with their responses closely mirroring those given in phase one. Again, they saw restraint as being: 

‘With- holding someone from doing something that you don’t want them to do’.
‘Restraint to me is putting someone in a situation where they are restricted through no fault of their own’.

‘There are different kinds, chemical restraint, physical restraint, positioning, use of tables furniture etc’.

As with the data from phase one, rationalising restraint use as being in the best interests of the patient still figured prominently: 
‘For their own safety’.
‘For patients’ safety when dealing with other patients’. 
‘For the health and safety of the person and others’.

All of these responses from the participants were consistent with the findings in phase one. Therefore, despite the educational input, issues around restraint remained far from black and white. Whilst this is likely to remain the case in a complex area like this, even at this early stage, it was starting to become apparent, that whilst the intervention may have raised awareness, fundamental practice issues remained. This will become clear as the rest of the data are considered. 
One possible reason for this may be that as individual practitioners all of us have our own set of moral and ethical beliefs that have developed as a result of our upbringing and life experiences. This, along with our previous experiences from practice, will sub-consciously contribute to our decision- making and the emotions we experience, especially around such contentious areas of practice. 


4.5.3 Perceptions of current restraint use compared to actual practice 
Data in this theme continued to provide some contradictory evidence on the extent of restraint use and the most common forms that were adopted. 
From the 60 beds available, 1 bed was vacant during phase two of the data collection. Of the 59 patients across all of the homes, 5 patients were identified in the focus groups as not having any form of restraint being used and 54 patients were identified in the focus groups as having some form of restraint used. Whilst the observational data provided somewhat lower figures (44/59 patients subject to some form of restraint), both sets of data indicate that restraint remained the norm and suggest that, despite some raised awareness, actual practice had not changed.  Possible reasons for this may be due to the fact that we had not involved staff as much as we should have at this stage and as a result they may have not felt empowered to make any changes, or conversely they still had concerns around the culture of risk -taking.
Of the 44 patients identified as being restrained during the observations 42 had cot sides in place suggesting that their use remained almost universal. This was interesting as there had been little change in this form of restraint use from phase one, despite staff recognising it as a form of restraint. Possible reasons for this may be that removal of the cot sides may increase their anxiety, as in their eyes they could no longer be sure that no harm would come to the patients. However, a reassuring observation confirmed that the practice of placing some patients on their beds from after lunch until the following day had now ceased. 
Medication was the next most common form of restraint (22/44). This had, in fact, increased from 17 patients in phase one; this reinforced the need for the separate session which we had not yet managed to deliver. 
Compared to period one, the use of chairs had remained the same (16), but the use of tables as a form of restraint had also increased from 14 to 19. This was somewhat disappointing, for whilst you would not have expected major changes in a short period of time, an increase in the use of restraint was not anticipated. One possible explanation for this might be  that the overriding aim of preventing harm and keeping people safe was still the number one concern for staff and that they would need a lot more support to actually change their practice in reducing the use of restraint and managing risks.
Once again, record keeping was largely inadequate with only three of the 44 patients subject to forms of restraint having this recorded in their notes. Given the importance of good record keeping, this was an obvious cause for concern - it seemed that the use of cot sides was so ingrained into day-to-day practice that staff did not see the need to record its use.  This is reflected in the number of times that staff believed that restraint was used as illustrated in the table below, which still suggests a significant under-estimation of its actual usage.  This again highlighted the need for a clear policy on restraint use.





Table 4.3 How often do you use restraint?











Table 4.4 Who decides if restraint should be used

As in phase one, there was evidence both from the participants’ responses to the questionnaires and the comments from the senior staff who took part in the focus groups, that when there were differences of opinions about the use of restraint then it is was resolved using a variety of approaches. 

‘This has not happened at the moment’.
‘We would meet up in the team and discuss the issues’.
‘The senior staff would involve the medical staff and the relatives if we don’t agree and the patients can consent we would ask them’.
‘Trained staff need to communicate with the hca's and explain why it is about educating people’.
‘We would gather a group around and put the words for it and those against it and slog it out and weigh up the reasons and come to a compromise’.
‘All staff are involved’.
‘If we cannot agree we would refer it on to the senior staff (managers’.)


However, these data should be interpreted with some caution as they suggest a degree of pro-activity on behalf of staff that might not reflect reality. If such discussions did take place, then why were they not recorded in the patients’ notes? Either they took place informally and were not considered to require documenting or staff were describing what were in reality quite rare events. 
Despite the lack of evidence for any systematic documentation of restraint in the questionnaire, responses revealed a belief that the use of restraint was routinely documented in care plans (18 staff), care pathways (4), other nursing documentation (8) or the patient’s notes. 

Focus group data from senior staff also suggested that there was an increase in the use of documentation, and while some attempts to evaluate the effectiveness of restraint use had been identified these relied on fairly ad- hoc approaches such as observation of reduced falls, or fed back from staff and relatives. This, however, was not borne out in the documentary review.
‘Assessments are undertaken before people come in but we would always do our own assessments as people may come in from home and the plans are very different’.
‘Together we come up with a plan’.
‘At handover we make sure everyone is aware what is being used and we keep talking about it’.





4.5.4 Why staff use restraint and how they feel about its use

The ambivalence that people feel about the use of restraint and their need to provide some justification for its use has already been alluded to both in the data from phase one and the discussions of the findings from phase two. These messages were considerably reinforced by the data relating to staffs’ perception of why they use restraint and the feelings its use engendered.

This basic ambivalence was captured in response to the question which asked staff to consider if they believed that restraint was always justified, with the majority of staff stating that this was not always the case (25/40). When they were subsequently asked an open-ended question about why they would use restraint responses fell into two broad categories. 

The comments that follow demonstrate the key themes the respondents identified in response to the question why is restraint used. The overwhelming response was again that of safety, consistent with the findings from period one. 

Looking at this closer, it can be seen that this includes the safety of the patient, other patients and staff. Thus far 34 of the respondents identified this as a main reason for using restraint. The brief statements that follow demonstrate this well:

‘For their own safety’. 
‘For client’s safety when dealing with other patients’. 
‘For the health and safety of the person and others’.
‘Preventing people leaving the area where they live’.
‘From my experience restraint is used to ensure everyone is safe’.
‘In order to prevent those at risk from hurting themselves’.
‘Maintain a safe environment’.
‘Primarily for patient’s safety’.

In addition to this overriding concern with safety, the second theme that was identified was a desire to improve care for the patients. 

Several staff noted that the use of restraint could be for more overtly therapeutic reasons in order to allow patients to sit in more comfortable positions or to feed themselves more independently. This was stated by the senior staff in the focus group and also observed in practice with one client with whom the staff sat during their mealtime; as a result of this their nutritional intake had improved and the amount of difficult behaviour at mealtimes was greatly reduced.

‘To help at meal times otherwise restless patients will not eat’.
‘For people with poor sitting posture’.
‘Poor mobility’.




It was encouraging to receive some positive feedback at this early stage of the study but it remained the case that, whilst a few changes were evident in practice, there was still much more that need to be explored with respect to restraint use.

In line with the data from period one, there was a range of emotional responses amongst staff about the use of restraint. These varied considerably but again feelings of guilt, anger and occasional inadequacy were evoked. When asked directly, 50% of staff said that they felt guilty about using restraint (20/40) because they were conscious that they had in some way infringed the patient’s liberty by reducing their freedom of movement or ability to exercise free choice. Some staff also considered that the use of restraint was in some ways an indication of their own limitations as a nurse. These feelings were reduced to some extent when staff could identify what they perceived as being a legitimate, or, better still, a genuinely therapeutic reason for restraint use. But even in such circumstances, negative emotional reactions remained. The range of reactions was consistent with the findings from phase one and are captured below:
‘Because it shouldn’t have to be used’.
‘I feel guilty using restraint even if it’s for their own good’.
‘Basically when restraint is used the client loses all their freedom’.
‘People should have their freedom but sometimes it is needed’.
‘Because I wouldn’t want it to happen to me or my family’.


Not surprisingly, the above reactions still caused a number of staff to feel angry, stressed and anxious and some highlighted the need for there to be a more systematic approach and support for inexperienced staff and guidance about in what circumstances restraint should be used. This gave us food for thought regarding what staff would find helpful and was useful as we entered the next stage of the study. Some participants were clear that it should not be used for the convenience of staff:

‘Not all staff use for it for patient’s safety’.
‘1/1 could be more beneficial’.
‘Sometimes we get it wrong we are humans’.
‘Inexperience of some staff who do not always understand other ways to avoid the use of restraint’.
‘We should be looking at other ways to deal with the problem’.
‘Because staff cannot be bothered to find alternatives’.

The data indicated that there were still inconsistencies in how staff perceived restraint was used and a lack of clarity in several important areas. 

In phase two 24 respondents stated that they had received training in the last 12 months which demonstrated a marked increase in reported training in phase one where the majority stated they had very little training in this area. This is hardly surprising, however, as most staff had just been in receipt of the training initiative. Eleven respondents indicated that had received no training, which was interesting, as the majority of staff had attended the training sessions. It is difficult to suggest possible reasons. 

What is more encouraging is that some changes in practice had been noticed, particularly by the senior staff, as demonstrated in the comments from the focus groups. These revolved around the impacts of the training on practice and more effective team discussions as seen below;

‘I can really see and feel the impact of the training I have not been on it yet but staff who have, have brought back real ideas and are giving much more thought to it’. 

‘I have picked up a lot from the training it has made me think about things much more’.

‘It has made us change and look at other ways rather than a quick fix with medication’.

‘The training has definitely had an impact on the carers in the home’.
‘We have noticed a difference since the training people think twice before making a decision’.

‘People are more willing to discuss restraint openly now they are more empowered and understand it a bit more’.

‘They are asking questions a lot more now, making comments and suggestions of trying different approach’.

The comments indicate that staff were now thinking more about the use of restraint, and raising questions and concerns in a more reflective manner.
Consistent with the findings from phase one, the majority of staff (36) staff felt that restraint use could never be eliminated altogether and this further reinforced the need for greater clarity and a policy for the use of restraint. 

Finally, comments in the open-ended section of the questionnaire reaffirmed support for the research; the need for a policy (as noted above) and guidance relating to further changes to practice.

 These comments were once again largely consistent with the findings from phase one as the following quotes from the questionnaires and the focus groups illustrate;
‘Would welcome more research on restraints as we need help with certain people’.
‘There should be a policy’.
‘Training in the use of restraint should be mandatory’.
‘Guidelines can be written but at the time the nurse in charge must decide and be accountable’.
‘All staff should be aware why the patient is being restrained’.
‘People are more willing to discuss restraint openly now they are more empowered and understand it a bit more’.
‘There are different situations in the daytime to the nighttimes and it is important that we have the full picture’.
‘There have been changes to some of the care plans’.

4.5.5 Stage five: reflections of the core group
The main reflections that the core group drew at this stage were;
● While a number of positive comments emerged, it was apparent that, despite the training and education sessions, there was still some confusion around the use of restraint and as a result there was a perceived need for a policy and further guidance to achieve a degree of consensus
● That staff knowledge and awareness of restraint had increased marginally as a result of attending the training and that some initial progress had been made in staff thinking more about the use of restraint.
● Staff had started to demonstrate more awareness and a willingness to challenge the use of restraint
 ●Emotional responses and ambivalence to the use of restraint remained prominent and these may have been linked to the lack of clarity and the absence of a policy described above.
The above results were seen as a little disappointing by the core group. However, the more we reflected on it the more it became apparent that we were probably both naïve and optimistic to think that any real change would have occurred   only two weeks after the training and educational input. This probably reflected our own enthusiasm rather than a realistic expectation that there would be significant change. After discussion it was agreed that rather than have another intervention at this stage that we would leave a longer period of time for change to occur and then repeat data collection six months later. This can be viewed as the second cycle of the second phase of the study.  

4.6 Second Phase: Cycle two 

4.7 stage one problem identification
At this point, it was apparent that the impact of the training had not been as significant as had originally been hoped and that in all probability further action, for example in the generation of a policy, would be needed before more substantial change would occur. However, the second round of data collection had been undertaken very quickly after completion of the training and it was thought that this might not have allowed sufficient time for the full impact of the training to be felt. Therefore, the temptation to introduce a further period of action at this stage was resisted and the original plan of repeating data collection after 6 months was adhered to. 
4.8 Stage two:  literature consulted
There was no additional consultation with the literature at this stage.
4.9 Stage three: actions planned
Again at this stage the only planned action was to undertake a third round of data collection six months after the educational input, hence we made the preparations for this to happen.

4.10 Stage four: Action implemented is monitored, findings from phase three of the data collection
At this stage the third round of data collection was undertaken using the same methodological approaches as during the previous two rounds. As there was, once again, relatively little change, only an overview of the main results is presented here. 
During this round of data collection 63.5% of the staff responded to the questionnaire, a total of 37 were returned. This was a demonstrated increase of 3.5% compared to phase two but a slight reduction in actual numbers (3). Approximately 60% of the returned forms were once again completed by unqualified staff and approximately 40% of the returned forms were completed by qualified staff. Fifty percent of the staff had been working in this field of care for less than 5 years with the remaining 50% for 5 years or more. There still appeared to be some confusion as to whether there was a policy or not, in this phase however, 14 were clear there was no policy available, 18 participants stated there was a policy. The participants stated the reason why restraint was used was for safety; again this was consistent with phases one and two.
In line with the literature and the findings from rounds one and two staff feelings about using restraint were explored. Participants stated that they were now talking about restraint in practice much more, something they did not do before the study and the training. There also appeared to be more reassurance for staff; whilst they still did not like using restraint they were happier that they were now justifying its use more.

These figures were very similar to the findings in rounds one and two and indicate how subjectively the use of restraint can be viewed. All 37 participants felt that it could never be totally eradicated from practice; this emphasizes the importance of understanding this area of practice to provide staff with clearer guidance and support to reduce the emotional unease they might have.

Examining the four most types of restraint they used in their practice at this point the participants stated that cot sides were the most common, tables and chairs was were highlighted as the second, followed by chairs and medication as the fourth type. This resembled findings in the previous phases of data collection. Thirty people in total stated they had received training in the use of restraint in the last 12 months, with only one person stating that they had had no training. This demonstrated that our aim of increasing the staff’s knowledge regarding the use of restraint was on the way to being achieved and that the staff were aware that it was not only important to explore the use of restraint but to acknowledge its advantages and disadvantages, and to consider other techniques they could use.
 
Seven senior staff took part in the focus groups in the third phase of data collection. They were much clearer about what restraint was; this is really important as these are the staff who are required to set standards and monitor them. 

These staff were aware that there was no policy for the use of restraint but felt there was a need for one to be developed. In considering restraint use they were very clear what was being used and who they were using restraint on and that they were quite sure in most cases this would now be documented as such. They concurred with the findings from the questionnaires that it was a nurse led decision in deciding if restraint was being used but that medical staff were informed of the care being delivered. Examining the issues of resolving conflict there was more evidence of a cohesive team approach to the decision. Examples were given where there had been conflict and how staff had changed their attitudes as a result of the team approach; they also suggested they were debating the issue of maintaining autonomy for the patients and taking positive risks but also ensuring that people were safe. In addition they stated that they were looking at people in a more individual way rather than a one-size fits all approach. 
From the focus group the participants identified 55 patients who they deemed they were using restraint with. The review of documentation identified 52 records where it stated cot sides were the main reason for use, from the observation of practice it was observed that depending on the definition used, restraint of one form or another was being used with 54 of the patients. It can be seen from this that there was very little difference with the number suggested in the focus group to that of the review of documentation and the observations of practice.

There were however two important issues to draw out from the data in phase three, and these concern the use of medication and the use of comfort chairs.
 Once again, lack of acknowledgment concerning the use of medication as a form of restraint was evident. A third of the participants still did not view medication as a form of restraint. I was concerned to note this but not totally surprised, as we had not undertaken the separate session on the use of medication at this stage, due to practicalities and availability of the link lecturer. This was, however, still an important aspect that needed to be addressed. 
Use of comfort chairs was confirmed by the majority of participants as being a form of restraint. However, many stated that they did not really feel they were using them as a form of restraint and instead were using them for comfort of the patient. They did, however, accept that it could and should potentially be viewed as a form of restraint. This needs to be viewed with some caution, as it could be very easy to justify the use of these chairs for comfort instead of restraint as staff might feel more comfortable using this terminology rather than declaring it as a form of restraint.  Staff need to be clear about the real reasons why they are really using restraints. This was further substantiated in the feedback from the focus groups where the participants were clear that the use of such chairs was a form of restraint even though that was not the intention when using them. 
It is important to consider why there were no significant differences in the findings between the first three phases at this stage. On reflection, it may have been better to have fed back to the staff and initiated wider staff involvement at the end of phase two rather than undertake a third phase of data collection. This is something that will be considered in more detail later. However, whilst there were no significant and enduring changes to practice it would appear that the intervention had resulted in a slight increase in knowledge and awareness around the use of restraint and staff appeared to remain committed to the study.


4.10 Stage five: Core group reflections
The reflections of the core group at this stage centred on the question:  ‘why had there been only limited changes in practice’? Our expectation had been that things might have changed far more significantly than they had. We considered this at some length and in doing so re-visited the philosophy and principles of AR upon which we had based the work. The key principles revolved around collaboration and engagement with staff, involving them as partners in the process and seeking to empower them to make changes.
When we looked more critically at what we had actually done it became apparent that we had fallen somewhat short of our ideals. Whilst the core group might have been fully involved the same could not be said to have been true of the remainder of the staff. Whilst on the face of it their responses appeared to be enthusiastic the means of data collection and decisions as to the intervention had been almost exclusively top-down, driven by the core group. Whilst this was hard for us to admit, as we genuinely believed that we were democratic in our engagement with staff, not only during the project but in our day-to-day interactions, we had to accept that it was true.



















Chapter Five: Phase Three:  The Revolution begins
Consistent with our application of the AR cycle to date we again based the third phase of the study on the five stages described by Kemmis and McTaggart, as outlined below.

5.1 Stage one: Identification of the problem
Having reflected upon and acknowledged the relatively slow progress in the reduction in the use of restraint in practice,  as described above myself and the core group, after much deliberation, came to the conclusion that we would need to make some fairly dramatic changes in how we were approaching the study. In discussing this with my supervisors I became aware that one of my supervisors was at the time involved in a major project exploring culture change in acute care for older people in the NHS. He suggested that I look at the literature review that had been undertaken as part of that study to see if this could provide us with insights that might be useful. In addition he suggested that I consult the major review of the literature that had informed the ‘My Home Life’ initiative, undertaken by Help the Aged (Owen et al 2006), now under the auspices of Age UK. This would prove to be a real turning point for this study. This formed stage two of this phase.
 
5.2 Stage two: Insights from the literature
As noted above in undertaking this stage I was advised by my supervisors not to undertake a review myself, as I had done with the restraint literature but rather to undertake a synthesis of two major existing reviews. There were two main reasons for this: firstly, the literature in the field of culture change, especially in longer term residential settings, is vast and a review would have been well beyond the resources, in both time and money, at my disposal; secondly this work had already been undertaken and there seemed little point in ‘reinventing the wheel’. Rather what was needed was a distillation of the main points of these reviews and a consideration of the potential lessons for our project. This process is described below, beginning with the work undertaken by My Home Life.   
The ‘My Home Life’ initiative launched by Help the Aged (Owen, et al., 2006)  was established with the aim of transforming the care home sector in order to  improve the quality of life of those living and  working in care homes for older people. It sought to celebrate existing best practice and to promote care based on a relationship-centered approach rather than a person centered one. The initiative was launched with a major review of the literature undertaken by over 60 top academics in the field. This identified many examples of how the quality of the lives of individuals could be enhanced using a more holistic approach, based on relationship-centered care as described using the ‘Senses’ Framework Nolan (1996). This will be considered in more detail later.
 
The wider literature search on introducing change that informed the on-going culture change project (Patterson et al 2011) concluded that introducing and sustaining change in any care settings takes considerable time, effort and energy if attitudes and culture change are to be achieved. Failure to fully recognize this results in limited impact on practice, with change being unlikely to be sustained over time; this was a significant consideration for this study.

From reading these extensive literature reviews around culture change a number of key messages emerged which were of particular relevance to our study and how it might be taken forward. These key messages are summarized below:
	Change takes time, with a need to be realistic about timeframes (Chan 2007) 
	That there is no ‘one size fits all’ model and any initiative needs to take account of the ‘local organisational history’ (Powell et al 2009)
Bringing together of the results of two other recent major reviews on change in care settings (Powell et al 2009, Bate et al 2008) identified a range of essential characteristics for successful change. These are:
	That an agreed vision and goal for the change is needed
	That all staff are actively involved
	That there are sufficient resources and organisational procedures in place to support change
	That there is support from the top
	That the need for education is recognised
	That staff are empowered to act
	That multiple interventions and strategies need to be adopted
The core group and I then considered the extent to which we had met these criteria in order to see if there was something that we could do differently. By doing this we hoped to be able to identify any changes in direction that we might take. Our deliberations are summarised below. 

5. 3 Analysis, reflection, and possible reasons why limited change had occurred to date
The results of my synthesis of the above literature was fed back to the core group and generated considerable discussion and debate. In so doing we used many of the insights gained as a critical mirror to reflect upon our actions to date. This is described below.
1. No quick fix solution
On reflection it was clear that we had acted rather hastily in setting up the original project. The core group and myself had been very keen to get the study underway and whilst at the time we thought we had a good appreciation of the length of time it takes to make changes in practice we had seriously underestimated the complexity of making sustainable changes and the range of factors that are involved in making such changes. This was probably due in part to my lack of experience as a novice researcher and my assumptions about the type of culture that existed on the units. This realisation that we had expected ‘too much, too soon’ was in a way reassuring as it suggested that all was not lost.

2. One size does not fit all
With the insights from the literature we were better able to appreciate that every study is unique and that change management will be influenced considerably by the nature of the organisation and the individuals involved. We had taken and applied the AR process in a rather formulaic way and assumed that it would work.  It was important to acknowledge that in order to move forward to the next stage we would need to look at the study from a much broader perspective and tailor approaches to our own situation. 

3.  Teams must have an agreed vision and goal
As the literature suggests, for a team to make changes they must have an agreed vision and goal. It is fair to state that up to this point the ‘vision and goal’ had emerged largely from the Core Group i.e. the home Managers, modern Matron, link lecturer and me. Whilst we had shared this vision with the clinical teams, in truth they did not necessarily own the vision and goal to the extent that the core team did. Whilst staff had been happy to follow the agenda set by the core team and implement the goals of the project, they probably did not feel able or empowered to initiate independent changes in the use of restraint in practice. This was a key point that we would need to address in the next stage of the study.

4. All staff must be actively involved
There is no doubt that the Core Group had been fully involved in the study from the beginning and had played a crucial role in all phases so far. However, on reflection, other staff had not been as fully involved as they could have been. Indeed the major role of the other members of the team to this point had been to provide ‘data’ by completing the questionnaires so that the Core Group could decide a way forward. It became clear that if we wanted to make changes to the use of restraint in practice then we would need to involve the majority of staff to a far greater extent than they had been to date. Again this was a key point in moving the study forward.

5. Sufficient resources and procedures must be in place
I had been fortunate in that I had gained some sponsorship to support me with my registration fees, and also had good support from my managers who had given me some dedicated time to undertake the study. I also had the support of the managers from the homes and a separate group of staff who would help me to collect the data. However, it was clear at this stage that we still did not have any procedures or guidance for staff around the use of restraint and this was an area that was lacking. This would need to be addressed in the future, and could be a possible reason for why the use of restraint had not reduced as much as we had hoped for at this stage.

6. Support from the top
There was never any question that this study did not have the support of senior staff and managers and this was a major strength of this study. Whether the extent of this support had been fully conveyed to all staff was however another matter.

7. The need for education must be recognised
The Core Group had recognised at an early stage in the study that education played a very important role in making changes to practice; as a result we subsequently developed a training and education package around the use of restraint which had been delivered to the majority of staff. Again this can be seen as a strength of this study as all staff were actively encouraged to attend the training sessions and given adequate time to do so. Another important point to note is that all of the managers themselves attended a training session. This again was a key strength of this study, as the managers acknowledged the importance of staff seeing them attend the training session and taking an active role. However no systematic means of reinforcing the education received had been implemented to date. Again this was something that required our attention.

8. Staff are empowered to act
Whilst overall staff were supportive of the study and were happy to implement ideas that came from the Core Group and to raise any concerns, they did not, for some reason feel able to suggest or initiate any independent changes around restraint use or feel empowered to do so. The core group felt that we had good relationships with the staff and from our perspective we believed that we provided an environment where staff were empowered to make changes. However, whether we had communicated this to staff as effectively as we might was a moot point. This was something else we would need to address if we were to achieve our aim of reducing the use of restraint in practice.
9. Multiple interventions and strategies need to be adopted.
Whilst the study had utilized a range of methods to gather data, in essence it had only used education as a strategy to initiate change and it was clear that in order to move forward that we would need to be more creative and explore the use of other interventions. Given the other points above it was also clear that we must more fully involve all staff in the process. 
Having considered the messages emerging from the two in-depth literature reviews on change another key factor that emerged was the importance of leadership, at all levels. Again we needed to reflect on the type of leadership we all provided.

5.4 Leadership
It is suggested that leaders require extensive skills and understanding in care settings. Originally I had seen leadership coming primarily from myself and the Core Group but our consideration of the change literature highlighted that whilst leadership from the top was essential it was also important to develop and foster leadership skills in individuals at all levels of the organization. My supervisors also drew my attention to a review of the leadership literature in health care (and nursing in particular) undertaken by Adams (2011). In reading this I was struck by three models of leadership (Ronch 2004; Nadler and Tushman 1990; Kotter 1998) which seemed to identify common characteristics of effective leadership, albeit described using different words. These are summarised in the table below:

Ronch 2004                                  	Nadler and Tushman 1990                      	Kotter 1998
Collaboration	Envision	A sense of Purpose
Narration   	Energise	Generate support for the vision    
Improvisation   	Enable staff           	Help them to achieve the vision

Table 5.1 Models of leadership


Each of the above frameworks suggests that effective leaders need to engage and collaborate with the people who will be implementing any changes, in order to envision and create a sense of purpose. Without this they will not be able to appreciate what the goals are and what changes are intended. 
Secondly leaders need to communicate with people in order to energise them. By having open, honest, two-way communication (narration) leaders can generate support for the change and bring people along on the journey with them.

Finally leaders need to improvise, enable, empower and support staff in order to achieve the changes required. These principles appear fundamental to successful change. 

The Core Group and I studied these characteristics carefully and determined to try apply them in any future action. To do so we were informed by the work of Adams (2011).
At the conclusion to his PhD study looking at clinical leadership and culture change Adams (2011)  argued that the primary role of effective leaders is to create an ‘enriched’ environment for their staff as captured by the ‘Senses’ Framework (Nolan et al 1996, 2004, 2006). This again seemed relevant to our study.

The ‘Senses’ framework was originally proposed by Nolan (1996) and later developed together with colleagues (Davies et al 1999, Brown et al 2006). It was initially as a way of promoting better outcomes in care homes for staff, relatives and patients and subsequently applied to a broad range of care settings. Essentially the framework identifies six ‘Senses’ that it is argued should be both created and experienced by staff, patients/patients and  family carers if all are to experience an ‘enriched’ environment of care. These senses are:
●A sense of security
.●A sense of continuity
●A sense of belonging
●A sense of purpose
●A sense of achievement
●A sense of significance

The core group considered how these might be applied to our study. Their reflections are considered in a more detail below.

Security 
The first sense identified is one of security. It is suggested that staff must feel safe and secure, both physically and psychologically, in particular when dealing with change in an organisation.  Staff should not have to worry unduly about any threat of censure for introducing change and they must feel ‘safe’ to raise concerns without fear of reprisals if they were to complain.
Failure to feel secure will leave staff unsettled and anxious and in fear of reprisal   should anything go wrong. This inhibits innovation and will ultimately affect the care that is given. Clearly we needed to ensure that staff felt a strong sense of security, we had assumed that this was the case but it might not have been.
Belonging 




The third sense identified is one of continuity, which is concerned with staff being able to ensure continuity of care and practice that is consistent with agreed standards. It is important for staff to experience a sense of continuity in order to feel safe and secure. Having a sense of continuity will help staff feel they are actively learning from the past but also contributing to the future. This is really important when considering changes in practice as staff need to feel that any changes will be continued and maintained or they will question the purpose of the change. As has already been noted continuity in the use of restraint was not apparent and there were no agreed procedures/protocols that could help to ensure this. Clearly this was an area where action was required. 

Purpose 








Finally staff need to have a shared sense of significance. It is important that all staff feel that they ‘matter’, and that their values and beliefs are consistent with those of the organization. Whilst this is often taken for granted there is a need to make such values and beliefs explicit, to bring them out into the open and to agree them with all concerned. 

This framework was seen as useful and suggested that we needed to ensure that we created an enriched environment if we were to work creatively with staff and ensure that lasting change could happen. 
This exercise had been a very useful one, but also salutary for the core group and provided us with a number very important points to consider. These are summarised below.
5.5 Reflections on key points of the review
 The key points emerging from this consideration of the change and leadership literature and discussed by the Core Group are summarized below:

●From the reviews it was evident now more evident to us that managing any change is extremely complex and challenging, particularly in care settings

●The results reinforced our conclusions that staff need to be fully involved in developing and contributing to the change agenda, as failure to do so will result in limited impact on practice, with any change being unlikely to be sustained. To do this staff need to experience an enriched work environment 

●Leadership is crucial but should be encouraged at all levels of the organization. We realised that we were inadvertently guilty of focusing only on senior staff.
  
●Change cannot be rushed or imposed from above

●It is important to have an understanding of organisational culture, its evolution and the reasons why people do the things that they do. 
All of these insights fed into the action planning for the next stage that was agreed by the Core Group. 

5.6 Stage three: Developing an action plan
Building on the findings of the initial action phase, subsequent data collection and a consideration of recent literature, the next stage was to develop an action plan that could be used to shape the future direction of the study. As noted above whilst the core group had reflected on the results of the third round of data collection and identified that little had changed, we had yet to share these results with the rest of the staff. After the considerable insights and reflections gained from a consideration of the change and leadership literature we were determined to feed back the results in a way that was more in line with the collaborative model of AR that we thought we were using.

At this stage, we agreed that we would need to feedback the findings to all of the staff so they could look at our interpretation of the results to date and identify the issues that were important to them. The need for greater engagement with staff was one of the key learning points for the Core Group and ensuring that it happened was crucial if we wanted to make further changes in practice. 

When we reflected upon the work to date, it became clear that up to this point we had only really involved the wider staff group as ‘respondents’ rather than as genuine ‘participants’. It was determined, following discussion with my supervisors and the core team, that it was now time to give staff more comprehensive feedback and to actively invite their greater involvement in taking the project further by developing an action plan with them.

As the staff group had not been used to such a level of involvement before, we felt that it was important to provide them with an outline plan in the form of some potential areas for development that they could subsequently use as a basis for their own deliberations. Therefore, the core group came up with a range of suggestions for areas that it was felt could be included in any future action plan. These will be elaborated upon later in this chapter when I discuss how the feedback was delivered to the wider staff.  

In order to provide the detailed level of feedback we felt was required, a series of 7 sessions were organised. These were held during the normal staff development time with each one lasting approximately 2 hours, and were led by myself. I began the session by thanking all of the staff for taking part and being so open and honest in their contributions to the study. This was followed by a short presentation of the key findings to date and discussion around these followed. These workshops were designed to involve all of the staff and help them feel empowered to identify how we were going to make any future changes in practice.

To support this, I developed an overview report to capture the key findings. Copies of the report and presentation were made available for all the staff who attended the session and were taken back to the clinical areas and shared with other staff so that they could carry on discussing the issues within their teams. A total of 56 staff attended the feedback workshops and took part in contributing to the development of the action plan. Of the staff employed at the time, there were only 6 who did not attend, thus ensuring that the vast majority had been afforded the opportunity to contribute if they so wished.

The presentation can be found in (appendix fourteen) but the main areas encompassed the three key themes that had been highlighted throughout the findings to date, which were:
	participants’ understandings of restraint
	 their  perceptions of current restraint use compared to actual practice
	 why staff use restraint and how they feel about its use. 

Further detail is provided below:
Participants understanding of restraint
▪ Whether they were aware of a policy for this aspect of care 
▪ Who made the decisions when restraint would be used
▪ Whether staff had received any training around the use of restraint
Perceptions of current restraint use compared to actual practice
▪ How often staff used restraint
▪ What was documented
▪ How staff evaluated the use of restraint
▪ How staff resolved any conflicts
▪ What were the most common forms of restraint in use

Why staff use restraint and how they feel about its use
▪ Why people felt restraint was being used
▪ Forms of restraint people felt were being used
▪ Feelings that were experienced by staff when using restraint
▪ Reasons why most staff felt guilty when using restraint
▪ Whether staff felt the use of restraint was always justified
▪ Why staff used restraint in certain circumstances
▪ What staff did not like about using restraint

At the sessions, the staff indicated that there were no real surprises from the findings presented and they were pleased to have received the feedback.
 
After the initial presentation and discussions around the points raised, the second part of the session involved staff further and sought their views about what we still needed to change and how this might be achieved. We had specifically taken this approach in light of the literature on managing change as we genuinely wanted the staff to be fully involved in deciding the next steps.

After the feedback I presented the staff with some of the suggestions from the core group as to the next steps and potential actions we might like to take. The staff were then asked to go into small groups to debate how they could develop their practice further. I actively encouraged them to discuss any other ideas they may have. The suggestions that the Core Group had identified were: 
	Whether they thought we needed to develop a policy on restraint use 
	Whether a short pocket guide about restraint would help as a quick reference
	Whether an induction leaflet would be useful for all new staff coming to join us, bearing in mind the staff turnover challenges that we continually face 
	Whether an assessment form about restraint use would help their decision making
	Whether core care plans that could be individualised would help to minimise the amount of writing required
	Any other ideas they may have that they thought would be helpful.

As the number of people attending each session varied, they went into small groups to debate the above points. I largely left the groups to their own deliberations as I did not want to influence them in any way or inhibit their discussions. 

Following their discussions, which lasted between 45 to 60 minutes, each group then chose a spokesperson who presented their views to the wider audience.
 As the groups were feeding back, their comments were noted on a flip chart and before concluding the session, I then summarized the actions that we had agreed. Following all of the sessions, I then drafted a written action plan (See page 164) with all of their combined ideas; these were then circulated for the staff in the homes to provide comment and suggest any changes
The findings and comments from the staff attending the workshops were as follows:


Whether they thought we needed a policy 




Whether a short pocket guide would help as a quick reference
The core team had suggested that a pocket guide be developed; the staff however did not want a pocket guide and rejected this idea as they felt it would be too difficult to keep up-to-date. They expanded further by saying that staff would not remember to have them in their pockets and would probably lose them. As an alternative, the staff put forward the suggestion that a poster should be developed. They felt that this could contain the key principles around restraint use and could be displayed in all clinical areas to act as a constant reminder to staff. It was felt that this would be far more effective than the pocket guide. A similar poster was currently used for the principles of hand washing and was seen as being very helpful to staff. This was an excellent idea that had not been suggested by the core group. I was encouraged by this and felt that the staff were beginning to demonstrate that they now felt more empowered than they had been previously.

Whether an induction leaflet would be useful for all new staff coming to join us bearing in mind the staff turnover challenges that we continually face 




Whether an assessment form would help their decision making
The staff agreed with the core group that an assessment form would be really useful to assist them when they were making decisions about restraint use. They felt this would help to justify their decisions when they used restraint, or when they chose not to use it. Staff saw this as really important. They stated that the form needed to be brief and easy to use. Ideally, they wanted it to be one page long. They acknowledged that in most cases it would be used to assess a situation at the time, but recognised that sometimes urgent situations could arise where they could not complete it at the time, but they could use it retrospectively.


Whether core care plans would be helpful to minimise the amount of writing but developed in a way that they could be individualised for people 
The staff already used some core care plans in their day to day practice, for example in moving and handling, and they considered that these would be helpful as long as they could be personalised to ensure that they reflected individual needs rather than adopting a blanket approach.  Staff felt that having a core care plan would help to minimise the amount of time being spent on paper work and enable them to spend more time on direct care delivery, yet help them record the care accurately.

Any other ideas they may have that they thought would be helpful in reducing the use of restraint.
Staff were asked to identify any other areas that they felt might help reduce the use of restraint in practice. As highlighted above they indicated that a poster would be really helpful as they currently had one that reinforced the principles of hand washing. They wanted a very simple poster with key principles and messages that could be visible at all times within the clinical areas.

In addition, they wanted to develop the role of a link nurse for restraint; staff had seen the benefit of having link nurses in other aspects of care, particularly with moving and handling. This had been found to be really useful as they had been able to share expertise across the units and deal with issues in a more responsive way. They gave examples of how useful it was to call on a colleague who could help them solve problems with moving and handling as they arose rather than having to wait for someone to come and assess a patient which could be some days later.

They also felt that it would be helpful to have an external group, in the form of ‘an expert panel’, who could be turned to, to help resolve particularly difficult issues.
They thought that this would help if there were real conflicts or staff needed extra reassurance if they had to use restraint. In such circumstances the panel could confirm that they were doing the best thing for the patient or provide them with alternative solutions. It was also suggested that this ‘expert panel’ could act as an approval mechanism for the process of agreeing the use of restraint in more complex cases, thus removing some of the guilt or angst that staff may be experiencing. Ultimately, this could also reduce the emotional impact on staff.
The greater involvement of staff seemed to be a clear success, generating a number of useful and practical ideas, that the core team had not identified and thereby hopefully creating a greater sense of ownership of any subsequent actions. On completion of all of the feedback sessions, I drafted an outline of the key actions we had agreed in the sessions.





AGREEMENT	ACTION TO BE TAKEN	PEOPLE RESPONSIBLE
Need for ongoing training 		
●●●	Must be included on inductionMust be ongoingBased at home level focused around patients	●●	Induction leaflet to be developedPractice development nurse to co-ordinate on appointment	ManagerPractice Development Nurse
Need to develop policy and guidelines	
●	Need an easy to read policy & guideline	●	Agreed to develop a draft policy	Manager/staff
Need to develop a poster● Need to develop a visual poster that can be displayed in the clinical areas	● Poster to be developed	Staff 
Need for link nurses		
●	Agreed it would be good to have specific link nurses in each area – 1 days / 1 nights	●	Home managers to identify people	Matron and home managers
Need to examine current practice	
●	Need to undertake an audit of current practice and make recommendations	●	Practice Development Nurse with Modern Matron	Matron and Practice Development Nurse
●	Need to develop clearer core care plans which define if used for safety / comfort / restraint	●	Agreed to develop core care plans	Matron  and home managers
●	Agreed to develop a home reflective diary on the use of restraint in practice and use as a communication and debriefing	●	To be agreed and implemented during implementation	Matron and home managers and link nurses
●	Need to develop an expert group and define its purpose	●	To be developed further on	Manager and Matron 
Table 5.2 Action plan to reduce and minimise the use of restraint locally

When looking at the above action plan, it might appear at first glance that all of the people responsible for implementing the action were members of the core group. But as will become apparent in reality staff at all grades played an important role. 

The core group agreed that a small working group be established who would work with me and the link lecturer to develop and help with the implementation of the above action plan. At the feedback session’s staff were asked to nominate themselves if they wanted to be a part of this smaller team. This is discussed in more detail further in chapter eight.

In addition to the above, we had already identified the need to run some separate workshops to look at the use of medication as a form of restraint. This session was also undertaken by the link lecturer. The link lecturer ran a series of 5 sessions and a total of 25 staff attended up to this point; the intention was to repeat the session at dates in the future. The attendance was much lower than those of the first series of training sessions and may have indicated that some staff, especially the unqualified staff, felt that the topic was of less relevance to them as they were not directly involved in administering medication. 
 
 It is also important to point out that at this stage a new Consultant Psychiatrist joined the team on a permanent basis; prior to this, we had had a Locum Psychiatrist for a number of years. This was also a significant factor as I spoke with the new Psychiatrist about what we were trying to achieve and he was fully supportive of reviewing the amount of sedative medication with the view of reducing its use. Discussions with the previous Locum had not been very successful, as whilst he had agreed when I discussed it with him, little appeared to change in practice as a result of these discussions.

The draft action plan was distributed to all staff once all of the sessions had been completed. The purpose of circulating the draft action plan was to ensure that it reflected the discussions and agreements from the sessions and more importantly to give the staff an opportunity to make any changes they wanted, that they may have not thought about until now.

The draft action plan was left in the homes and was collected after a period of 2 weeks, which allowed ample time for staff to review the plan and make any additional comments. At this stage, staff did not make any changes to the action plan and the overall consensus was:

‘It is only what we agreed in the workshops’.

 At the same time, the volunteers who agreed that they would help develop the action plan and volunteers to become link nurses were finalised. These staff then worked closely with me and the core group to develop the tools and implement the action plan in preparation for the fourth and final period of data collection. 
At this point an additional period of reflection was undertaken by the core group as we wanted to consider the extent to which our new approach to staff involvement was consistent with the principles of collaboration and partnership.

5.7 Core group reflections of staff involvement in developing the action plan.
True to our more critical stance we felt that it was important that we reflected on the engagement with staff to date before commencing with the implementation of the action plan. 
We were really pleased that only six staff had been unable to attend any of the feedback sessions and that 56 staff had attended including all core group members. This suggested a high level of commitment to the project.
The feedback sessions had gone really well and the atmosphere in the sessions was extremely positive. There was lots of discussion, acceptance that we needed to make changes and ideas other than those of the core group were put forward; this was really encouraging as it suggested that staff felt confident to do so. It was especially encouraging to see junior staff being confident enough to feed back from their small group discussions to the wider group overall. This helped confirm that staff were still on board with the study and many put themselves forward to be involved in helping to develop and implement the tools for use in practice.
 Whilst the core group was pleased I was particularly excited with the commitment I was seeing and felt very proud of the way in which the staff were engaging with the project and prepared to help change their practices around the use of restraint.
We took the above as positive signs that our new approach was beginning to have the effect we wanted.















Chapter six: Phase three, stage four: Implementing the revised action plan.
6.1 Introduction
In order to implement and evaluate the action plan, I worked closely with the small group of staff who had volunteered to be part of the implementation group. In effect, the development of this group and wider involvement of staff was a key action that meant that the study had moved on from the staff being pure respondents to now being true participants. The core group remained established and I fed back to them the progress of the implementation group on a monthly basis.

The implementation group comprised 10 staff including myself, a home manager, the practice facilitator, senior staff nurses (n=2), newly qualified staff nurses (n=1) and health care assistants (n=4). As will be seen four out of 10 members were unqualified staff. I specifically did not target any volunteers and left them to put themselves forward because I wanted the group to consist of motivated staff who would help implement the changes we hoped would occur.  It was therefore very encouraging to see that the four unqualified staff felt secure enough to put themselves forward and we saw this as a positive sign. It was essential to have a broadly based group to increase a sense of ownership. The empowering effect that this had will be apparent later when the case studies of change and impact are presented.   

At the first meeting of the implementation group, we decided that we needed a theme on which to focus the further changes, which would act as a campaign driver. We felt that we needed something short and snappy which would capture the essence of restraint use succinctly. We felt it was important that staff could relate to these values easily and that there was constant reinforcement of these values. We discussed key words that we felt needed to be emphasized in the campaign and we all came up with different words. As a group, we agreed that there were three important words that we associated with using and minimising restraint. We identified these as:
	De-escalation, this was identified because we felt if staff used de- escalation skills then the use of restraint would be minimised. 
	Diversion, as we felt staff needed to try and use diversionary tactics to reduce the use of restraint 
	Finally, we all agreed that the word dignity was important because ultimately if staff were using de- escalation and diversion, then the patient’s dignity would be maintained. We put all three words together and quickly agreed that the campaign would be known as the: ‘3 D campaign’. 


6.2 The 3 D campaign
To take the campaign forward further work was undertaken which provided more detail on the various dimensions underpinning each of the ‘3Ds’. This is described below. The sub-components of each of the ‘3Ds’ listed below derived from our initial review of the literature and the findings that had emerged to date.

De-escalation
Listen to the patient
Imagine yourself in their situation
Provide reassurance
Remain calm and speak in a clear tone
Be patient
Provide reality orientation
Involve the wider team
Consider reasons for any discomfort: such as





















The main message we were trying to portray to staff was that if they used de- escalation and diversional skills and techniques, they could minimise the use of restraint and ultimately enhance dignity for people in their care. Focusing on these elements was central as we wanted to minimise the use of restraint and for it to be seen an option of ‘last resort’. These skills and approaches had been discussed in the initial training, and whilst staff believed that they were being used, we wanted them to become part of everyday practice. 

The identification of the philosophy underpinning the campaign was a vital first step but clearly much more was required.
 6.3 Subsequent actions
Having agreed on the overall direction for the campaign, we now needed to develop a policy, assessment form and poster that could be used in practice. These had been consistent themes from the findings and had been requested by the staff in the feedback workshops. 

To take this forward, myself and one of the senior staff nurses looked again at the most recent literature on best practice and approaches and alternatives to the use of restraint and confirmed that these echoed the themes that had been delivered in the training sessions. Following this, we produced a draft policy (page 173) and assessment form (page 176) that staff could use to demonstrate their clinical decision making if they were to use restraint. 
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1. Definition of Restraint
“The intentional restriction of a person’s voluntary movement or behaviour” (Counsel & Care UK 2002).

The above definition is being adopted by HSSD.
2.Avoiding Its Use
     HSSD acknowledge that there are exceptional circumstances where by restraint has to be used, before this all practitioners should follow the guidance below

	The use of restraint should always be a last resort

	De-escalation and diversional techniques should always be used to calm a situation

	Knowing the patient, their likes and dislikes is really important

	Good communication and team work helps






 HSSD have determined that restraint must be authorised by a Registered Nurse, before use follow the guidance below
Check

	Is the person putting themselves at risk?

	Is the person putting others at risk?

	Is the person under a legal order?










	Be in the best interests of patient/others






	Authorised by a registered nurse

	Fully assessed before use



















Try de- escalation diversional techniques		Patient responds		Observe
				
				




	-	Putting themselves at risk			Yes		No
	-	Putting others at risk			Yes		No
	-	Under a legal order			Yes		No





If yes to any of the above, check the following			
				
The use of restraint:				
	-	Will avoid harm			Yes		No
	-	Is in the best interest of the patient/others		Yes		No
	-	All consequences of the type of restraint have been acknowledged		Yes		No
						
		
If no to the above, do not use restraint				
				
If yes specify type of restraint and complete appropriate care plan including evaluation
				









Have relatives been involved in the decision ?		Yes		No

Name of registered nurse completing assessment 	
Signature of registered nurse completing assessment	
Date assessment completed	

Refer to expert group 		Yes		No







6.4 Developing the poster

Having developed the idea of the ‘3 D’ campaign it was important that its essence was captured in a poster, as this was seen as very important by the staff. Once the key words underpinning the campaign and the poster were identified, we gave them to one of the HCA’s who was delighted to contribute by producing a poster. She had offered to do this as she had previously studied Art and Design at college and had some excellent skills which we could draw upon. The poster she produced highlighted best practice and it included key bullet points that would act as an aide-memoire to staff in terms of de-escalation and diversionary techniques.


















6.5 Developing the Induction leaflet










	The use of restraint should always be a last resort

	De-escalation and diversional techniques should always be used to calm a situation

	Knowing the patient, their likes and dislikes is really important

	Good communication and team work helps









	Is the person putting themselves at risk?

	Is the person putting others at risk?

	Is the person under a legal order?









	Be in the best interests of patient/others





	Authorised by a registered nurse

	Fully assessed before use






It is important to attend regular update training sessions in the prevention and use of restraint. 

6.6 Developing the link nurse role

Within the workshops staff had identified that they also wanted to develop the role of link nurses in restraint. It was agreed that each home would have a link nurse and these people were selected by the homes themselves; one home utilized the home manager, one a newly qualified nurse and one a health care assistant.  The link nurses were to meet with the link lecturer and me on a monthly basis to monitor progress and we would provide any additional support to them in their roles. The role of the link nurse was to;
	Ensure that all staff were aware of the policy and that staff were following the guidance, 
	Ensure the posters were clearly displayed, 
	Check all patients had current assessments if restraint was being used, 
	Ensure that all new staff received a copy of the induction leaflet 
	Finally, the link nurses were asked to keep a reflective diary during the implementation phase to record any key issues as they arose rather than waiting until the end of the implementation phase. 

No additional training for this role was provided as we had highlighted the key responsibilities of the link nurse and I would be meeting them monthly to review the progress and any difficulties. 

The final actions were to develop the core care plans. 

6.7 Developing the core care plans       







Finally, an ‘expert panel’ was formed by me and the core team in case staff should need any additional help. We considered:
	The remit of the panel and its membership, 
	The processes to be followed and how an outcome would be arrived at.

 The purpose of this panel is outlined below. At this stage, we were unsure how this would actually work but felt that we should set up a process to have such a panel available, as and when needed. The terms of reference are now described.





The purpose of this panel is to support clinical staff in the following areas:
	
	●	Help to resolve any conflicting views of staff regarding the use of restraint and to agree a plan of action in the best interest of the patient
		
	●	To provide advice and suggest alternative approaches to care
		




	Membership of the panel will be as follows:

	●	Modern matron who will act as chair
	●	Practice facilitator
	●	Home manager
	●	Link nurses for restraint
	●	Clinical risk manager









	Staff from the clinical area can refer a case to the panel as defined in the purpose of the group.  The process will be implemented as follows:

Staff can refer case to chair of the expert panel

Staff member presents case to the panel

Staff will provide an overview and background of the case including approaches explored

Staff will clearly identify the key challenges 

The panel will discuss the case with the staff and present and agree a strategy for implementation

A final outcome will be agree verbally initially and then followed up in writing to the staff by the chair of the panel

The panel will review all cases referred on an annual basis and present a report to the senior manager of the service


Following development of all the above, we began the implementation process. 


6.9 Consultation about the tools developed. 

When the policy, assessment form, poster, induction leaflet and core care plans had been developed, these were distributed as draft documents to the staff within the homes for wider consultation prior to implementation. This is consistent with the far more inclusive approach that underpinned the second round of action and implementation.  Such widespread consultation was seen as essential because  only a small group of staff had helped to develop the tools and we wanted to ensure that as many staff as possible had the opportunity to contribute to and agree them before they were finalised. 

By doing this, we felt that staff would feel part of this process and that this would help support the implementation in practice. No changes to the content were made and only very minor typing amendments were suggested. At this point, we were happy that we could proceed with implementing the tools. However, we also wanted to develop the role of the link nurses prior to the full implementation as staff had suggested this would be useful and they would be key people in leading this forward in the homes. The link nurses were therefore identified (and agreed to act as such) before other stages of the implementation took place.
6.10 Implementing the next action cycle 

Implementation was carried out using the existing communication channels in each home and was supported by the link nurses. This required the home managers and the identified link nurses to ensure that all staff were made aware of the policy, the induction leaflet, the core care plans, the assessment form and the terms of reference of the ‘expert panel’. Following this, with their teams in the homes they implemented the tools as part of their every day practice.  
The implementation planning process took approximately 3 months, before the tools could be implemented.


During the implementation period, the link nurses and I met up once a month with the practice facilitator to ensure there were no problems with implementing the tools, and to review the action plan to ensure that we were meeting all of the actions and to assess whether any changes needed to be made. The impact of the link nurses will be discussed further in chapter nine, when evaluations and reflections from practice and the study in general are considered. Having implemented the action plan, it was then necessary to undertake the final period of data collection. This was carried out 8 months following the implementation process with the purpose of establishing whether the effects that had been seen from the training had been maintained and whether there were any changes in practice following the development and implementation of the action plan and tools developed by the staff. 
6.11 Reflections on actions to date.
At this point an additional set of reflections were thought necessary, not only to ‘take stock’ of progress to date, but also to consider whether the way in which we had evaluated change so far (that is by using questionnaires, focus groups and observations) would capture the impact of our new levels of staff engagement. 
 At this stage of the study we were really proud of the staff and pleased with all of the tools that had been developed by the small group. Also my role was beginning to change and I was no longer managerially responsible for the homes. The potential impact of this is considered later. The core group felt that we were now much nearer to implementing the 'Mutual-collaborative and interpretive' model of AR, were as previously we had been nearer to the 'Technical-scientific positivist' definition. We had taken positive steps to engage with the staff and had used a more inclusive approach to developing and implementing the actions. 
However, this in itself raised questions in our minds about whether the rather mechanistic approach to evaluation that we had adopted so far was appropriate and would fully capture the impact of our more engaged stance. I discussed this with my supervisors and they suggested that we might like to consider an additional layer of evaluation underpinned by our principles of partnership and collaboration. I was directed to some reading and decided to consider this and present it to the core group for consideration. Attention is now turned to this. 

6.12    Stage four: monitoring the implementation of the action plan
After considerable discussion we decided that we would still have a fourth round of data collection using exactly the same methods as previously described. This was considered important as it would allow us to make comparisons across the various phases of the study. However, as indicated above, we also wanted a means of capturing the impact of our more engaged approach to AR.  How we approached this is discussed below.
The greater involvement of staff in the second round of action and implementation had been a new experience for us, at least in the context of a planned change initiative. As will be apparent by now for much of the early part of the study it had been the Core Group and me that had largely determined the direction of travel. Realisation that this had resulted in a rather limited effect on actual practice had, on the advice of my supervisors, led me to consult recent work undertaken on introducing change both in the care home sector (My Home Life) and in the care of older people in the wider NHS (Patterson et al 2011). As discussed in the previous chapter a number of key messages had emerged from these reviews and reflection on these had resulted in the Core Group adopting a far more participatory approach that engaged the whole staff group in a much more direct way. The data collection model that had been adopted in the prior three rounds was also applied following these changes and seemed to suggest that more meaningful change had occurred (see later). But we also now wanted to explore what, if any, wider impact there had been on the staff and their practice. This suggested the need for a possibly quite different approach to evaluation. 

There is an extensive, and often conflicting, literature on the nature of evaluation in complex health and social care settings but a consistent trend over recent years has been on the greater involvement and participation of as wide a group of ‘stakeholders’ as possible (see Nolan et al 2007). At this stage it would have been quite impractical for us to fully engage with this considerable literature but we were clear that we wanted to apply a model that was consistent with the more participatory approach that we had recently adopted but that would also be readily understood by the staff involved. I turned to my supervisors for advice and they suggested that I might like to consider, and adapt for my purposes, a model of evaluation that was a modified version of that originally suggested for use in the field of education, so called ‘fourth generation evaluation’ (Guba and Lincoln 1989). Some of the principles of this had been adapted by one of my supervisors and his colleagues for use in the evaluation of a research centre in Sweden that explicitly sought to engage older people and practitioners as partners in research (see Nolan et al 2003). A brief resume of this is provided below.  
Having briefly discussed a number of approaches to evaluation with my supervisors I quickly concluded that I was primarily interested in exploring how staff viewed their involvement and what effect they felt that this had had, particularly, but not exclusively, on restraint practice. Following prompting from my supervisors I explored some of the basic values underpinning what has been termed ‘fourth generation evaluation’ (Guba and Lincoln 1989). These authors were primarily educational evaluators and had become disillusioned with early approaches to evaluating educational innovations. They identified three previous ‘generations’ of evaluation, which they described as follows:

	The first generation was based primarily on ‘measurement’ and sought to identify quantitative and measurable changes in such things as children’s reading abilities. This would allow comparison across large groups and the use of experimental models of evaluation
	The second generation argued that measurement alone could not really account for why any changes may, or may not, have occurred and sought to add an element of ‘description’ in order to explore the influence of context and setting on any results.
	A third generation introduced an element of ‘judgment’ in which ‘expert’ opinion provided an additional component to provide a form of gold ‘standard’ (albeit subjective) against which judgments of relative success or failure could be made.

These models were developed iteratively over time, with each tending to build on, and supposedly advance or improve, the previous generation. Guba and Lincoln (1989) provide a detailed and complex critique of each approach and argue the case for another model of evaluation. Underpinning their arguments are a number of central objections to prior models, that include the following:
	That the people who commission and pay for any evaluation have had, in the past, too much power in determining what happens to the results and the extent to which they are agreed and acted upon. They call this:  ‘The tendency towards managerialism’. 
	That largely because of the above, prior generations of evaluations have either failed to make explicit the values that underpinned them or have taken such values for granted. Such values primarily reflect those of people/organisations in positions of power within the system. They termed this ‘Failure to accommodate value pluralism’. 
	Finally they argued that existing generations of evaluation relied too heavily on accepted quantitative research approaches which failed fully to acknowledge the complex contexts within which most innovations are introduced. They termed this ‘Over commitment to the scientific paradigm of enquiry’. 
To counteract these perceived weaknesses the model of evaluation proposed by Guba and Lincoln (1989) acknowledges more fully the roles and perceptions of all potential ‘stakeholders’ and places these at the forefront of any evaluation. This was termed ‘fourth generation evaluation’ and for the first time explicitly recognised that the stakeholders, or those subject to the evaluation, are groups whose views must be fully considered in order to avoid them being potentially disadvantaged.  It was argued that by involving key stakeholders in the evaluation much more meaningful information and a more holistic picture of the full impact of any innovation was likely to emerge. In order to do this Guba and Lincoln (1989) proposed the use of a Hermeneutic / Dialectic Process which enables the emergence and development of multiple ‘constructions’ of impact. Such processes are iterative and happen both within and between various stakeholders groups until consensus (or as near to consensus as is possible) is reached. 
Essentially any evaluator using the principles of fourth generation evaluation must identify all the potential stakeholders, enable discussion / dialogue (the hermeneutic dialectic) to occur by preparing an agenda, mediating discussion, generating, or moving towards, consensus and finally preparing a narrative report for wider dissemination. It goes without saying that all of this must be carried out in a manner that is supportive so as to enable shared ownership of the situation to emerge. This was clearly very different to the approach that had so far been adopted throughout this study and I wanted to adapt the principles of this model in a way that made it practical and meaningful in light of the resources of time and finances that we had available.

Having discussed these thoughts with the core groups and decided that we would use this overall approach to evaluation, and following discussion with my supervisors around evaluation frameworks that would suit what I was trying to achieve, I was drawn to the work previously undertaken by the Aldre Vast Sjuharad centre in Sweden. This centre was established in 2001 with the aim of bringing researchers, clinicians and the users and providers of services for older people in a region of Sweden together to influence the future of health care by working more in partnership. In seeking a way to implement and evaluate the new centre the originators (which included one of my supervisors) were drawn to the work of Guba and Lincoln (1989), particularly their ‘authenticity’ criteria for evaluating participative research.
 These include 
1.	Fairness, are the views of all stakeholders heard and valued?
2.	Ontological authenticity, does the study provide new insights about their own perceptions for the participants?
3.	Educative authenticity, does the study help participant to better understand the views of others? 
4.	Catalytic authenticity, does the study identify areas for change?
5.	Tactical authenticity, does the study enable change? 

However, whilst the developers of the centre were taken with the principles outlined above they argued that the language used was too complex and would not be fully understood by a wide range of stakeholders, thereby limiting the extent to which they could meaningfully take part in any discussion. They therefore proposed a re-labelling of these criteria which, whilst maintaining the same values, would hopefully make them much easier for all groups to understand. 

In order to do this they adopted the following approach:
‘Four sets of questions were therefore asked of all the work that the Centre undertakes.  Namely, does it:

	Promote EQUAL ACCESS for all - Are the voices of all the major interest groups heard?  Does everyone have their opinions listened to and valued? 
This equates to fairness
	ENHANCE AWARENESS of self and others - Does the study help participants better to understand their own situation and those of others in the same group as themselves? (equating to ontological authenticity)  Does the study help participants to better understand the position of the other interest groups that are involved? (Equating to educative authenticity)

	ENCOURAGE ACTION - Does the study stimulate or identify areas for change? (equating to catalytic authenticity)

	ENABLE ACTION - Does the study actually facilitate, enable or empower change? (Equating to tactical authenticity)
(Adapted from Nolan et al 2003 and Hanson et al 2007)
In a further development to that proposed by Guba and Lincoln (1989) Nolan et al (2003) suggested that these questions be asked at all stages of the study, which they termed: planning; processes; and products 

This model had an intuitive appeal to me and also made a great deal of sense to the Core Group. It therefore seemed to offer an approach that would capture the potential impact of our study on the participants in a way that was understandable to them. We therefore decided to adapt this approach for our study and devised the following set of questions that would be explored with participants. 

Evaluation Criteria	Planning	Process	Product
Equal access	How involved did you feel in the planning of the project?How involved did you feel in the development and implementation of the Questionnaire?Focus groups?Review of documentation?Observation of practice?Feedback and action planning sessions?Agreeing the action plan?Implementing the action plan?	Do you feel that your views have always been heard throughout the research project?Should / could we have done anything different to ensure staff felt more involved?	How involved were you in the feedback and action planning sessions?Did you give feedback on the poster?Induction leaflet?Assessment form?Procedure for the use of restraint?Guidance for the expert panel?Do you feel your views were taken into account when the action plan was agreed and subsequently implemented?
Enhanced Awareness  self                  others	How has the study changed your awareness of the use of restraint?How has the study changed the awareness of those you work with?What sort of things do you do differently now?	How did the study and continued support help to change your views and practice?Did using the reflective help you and others maintain the importance of thinking about the use of restraint?	How did the tools produced in the study help to reinforce your awareness of the use of restraint?
Encourage actionEnable action	Has the study enabled you to change your practice?Have others changed their practice as a result of the study?	Has the study encouraged you to think about others areas of practiceHas the role of the link nurse continued to support the changes in practice?	Have the changes that were made to practice been maintained?Which of the key tools produced encouraged and reinforced you and others to change your practice? i.e. poster etc.What do you think the key benefits of the study are?

The need to explore these wider questions from the staffs’ and managers’ perspective was necessary as, whilst we had gathered lots of data, these had focused quite narrowly around a fairly prescriptive set of issues and we now wanted to see if the more participative approach we had adopted had resulted in further changes from the perspectives of the staff. 

To do this we had initially intended to carry out open workshops for all staff to attend using the previous format of the feedback workshops. However following discussion with my supervisors, we changed the approach to conducting sessions in each individual home in order to more fully tease out any differences that might emerge. I therefore prepared a brief introduction, and explained the framework to the participants who attended the sessions. Several questions (page 195) were asked to spark debate, following which the team were then asked to draw some conclusions for me and agree the comments I would take forward. In this was the way we attempted to introduce the ‘dialectic’ process suggested by Guba and Lincoln and help move towards an element of consensus. As will become clear whilst this approach proved useful we did not feel that it fully captured the extent of the changes that staff experienced so we added an additional mode of gathering evaluation data in the form of reflective case studies (see next chapter).









Chapter 7. Phase three, stage five: results of, and reflections on the evaluation of action.

The following section presents the key findings from the data collections of phase four, after implementation of the agreed action plan, together with the results from applying the EA framework

7.1 Findings from round four of ‘traditional’ data collection 
7.1.1 Response rate and characteristics of the sample

At this stage, 72% of the staff responded to the questionnaire, with a total of 46 being returned, 35 from unqualified staff and 11 from qualified nurses. This was an increase of 25% compared to phase one. The response rate had continued to rise with each phase of data collection, as was discussed when the data from the previous three phases were presented. I was worried that the response rate may reduce at this stage as this was the fourth time I had asked staff to complete a questionnaire and I thought their interest may have waned along the way. However, the response rate did not appear to suggest this was so. 

For the first time in the study, there were no apparent differences between the response rates in any of the homes. As previously alluded to in earlier phases of the study, home three had some issues with the leadership. Once the leadership was strengthened in home three, the response rate increased in line with the other homes. This change in leadership appeared to have been a contributory factor to the improved response rate to the questionnaires at this time.


7.1.2 Previous experience of participants

 As noted above, approximately 60% of the returned forms were once again completed by unqualified staff and approximately 40% were completed by qualified staff. Fifty percent of the staff had been working in this field of care for less than 5 years with the remaining 50% for 5 years. This was a consistent factor across all phases; it was not possible to identify any staff changes from the responses as they were completed anonymously. 

Whilst I could identify that there had been some staff changes due to some difference in the names on the forms sent out for each phase, the skill mix remained steady throughout the study, and was in line with our agreed skill mix and budget allocation. This problem with turnover of staff has previously been discussed and although there had been some changes of staff, this was not as many as I had initially thought there might be.

Once again, analysis of the data revealed three key themes, consistent with those identified in the previous three phases.  These themes were:
	The participants’ understanding of restraint
	 Perceptions of current restraint use compared to actual practice
	 Why staff use restraint and how they felt about its use.





7.1.3 Understanding of restraint  

Given the effort taken to engage staff, we hoped that this was reflected in their responses and this largely proved to be the case. Consequently, there was far greater awareness of the existence of a policy on restraint, with 41 respondents stating that there was and only one feeling that there was not. This was also supported by all of the participants of the focus groups who all stated they were now aware there was a policy around the use of restraint. 










Table 7.1 is there a policy for the use of restraint?

Looking at table 7.1, it can be seen that the majority of respondents in phase one stated there was a policy for the use of restraint when, in fact, there was no policy. Phases two and three indicated a mix of those who thought there was a policy and those who did not think there was a policy. At these stages this confirmed that there was a lack of clarity around the use of restraint. It could be suggested that some respondents may have replied yes as they thought there should be a policy; however, again at this stage no policy existed.  In addition, during the observations of practice in phase four of the data collection, a copy of the policy was observed in the policy manual in each of the homes. This was encouraging to see and confirmed that changes had taken place.

The reasons that respondents gave for using restraint still centered largely around safety for the patient and others and this involved weighing up the risks against the wellbeing of patients. The following quotations from the data illustrate this:
‘Because some of the patients can be violent and may need to be restricted from doing things’.

‘Minimise anxiety/ challenging behaviour when all other resorts are not working’.

‘Protection for other patients and staff’.

‘Ensure home environment is safe and comfortable for everyone’.

‘I haven’t worked in the home that long but have seen it used for safety after an assessment’.

‘Safety for the person and those around them’.

This was consistent with the findings in the previous three phases and was also supported in the findings from the focus groups in which 7 senior staff took part. Both sets of data suggest that there was now greater consensus and a degree of consistency about the use of restraint, with the majority of staff still expressing the desire to keep people safe and free from harm.

It would be difficult to disagree with these reasons as nobody would want to intentionally cause any harm to anyone, particularly those working in a caring profession. However, care must be taken to ensure that staff are encouraged and supported when they take risks as potentially some harm may come to people as a result of this. Failure to provide such support might prevent staff from taking risks and ultimately affect the overall quality of care provided. 

It was clear from the data that there was now a common understanding of what restraint was; it was heartening to hear that respondents now saw it as the intentional restriction of individual’s choice to do something they wished to do. This definition had been reinforced in the 3D campaign and it was reassuring to see that it was now consistently used by staff. This understanding is demonstrated in the comments below:
‘Physical or chemical restraint I understand it as a way of controlling someone’s behaviour and doing something that the person wouldn’t want to be stopped from doing’.

‘Stopping someone doing something they want to do’.

Attention is now turned to the perceptions and current use of restraint. I was particularly interested in this aspect as raised awareness had been demonstrated in the prior rounds but this had not been reflected in actual practice. A key question was, ‘Had this now changed as a result of our interventions and more rigorous staff engagement?’

7.1.4 Perceptions of current restraint use compared to actual practice 
Examining the findings from the observations of practice of the 60 beds available, 1 bed was vacant in phase four of the data collection. Of the 59 patients, 17 patients were identified in the focus groups as not having any form of restraint, 42 patients were identified in the focus groups as having some form of restraint. This could suggest that the use of restraint was still widespread; however, this was not quite as it appeared at first glance.

Reasons for this apparent disparity mainly surround the use of two particular forms of perceived restraint, namely the use of cot sides and the use of comfort chairs. Staff were now using the restraint assessment form and, as a result, had differentiated whether these approaches were truly being used as a form of restraint or for comfort purposes. 

From the direct observations of practice, 34 of the patients were identified as being subject to the use of restraint. On first glance, this figure may appear concerning as it indicates that over 50% of the patients were still subject to the use of restraint; however, it is widely acknowledged that sustained change does not occur quickly and, whilst still a little disappointing, we felt that practice was heading in the right direction in that the use of restraint had continued to decline. It will also be seen later in the modern matron’s reflection that this trend continued after data collection ended, with restraint use continuing to fall.  

Comfort chairs were being used with 23 patients and 15 patients were receiving sedative medication. These will be discussed in more detail further on.
 When reviewing the documentation for evidence of the use of restraint being recorded 31 patients’ records indicated that restraint was being used. In practice, only 3 of the 34 records had no documented evidence that this was the case. This was a marked improvement from the beginning of the study as in phase one no patient records had any evidence that restraint was being used. 

This appeared to demonstrate that staff now accepted that restraint was being used and, as a result, appreciated the importance of recording such care in the patient’s record, whether they were using it as a form of restraint or acknowledged it as a restraining method being used for the comfort and safety of the patients. 

When asked to consider the four most common types of restraint that were used, the respondents indicated that cot sides were the most common and second most common reason for use, followed by medication and locks on the doors as the fourth type. For the first time in the study, chairs and tables were not noted in the top four forms of restraint being used; see no 3 in phase 4 in table below. Comparisons with the responses from the previous phases are seen in table 7.2 below;
	Phase 1	Phase 2	Phase 3                  	Phase 4
1	Cot sides	Cot sides	Cot sides	 Cot sides
2	Chairs	Medication	Tables and chairs	Cot sides
3	Tables	Chairs and tables	Chairs	Tables
4	Tables and chairs	Chairs	Medication	Locks on doors

Table 7.2 Top four forms of restraint in use


This concurs with the apparent reduction in the use of chairs and tables that was seen during the observations of practice. Comparing the previous observed use of chairs and tables, the findings were as follows: in phase one, 14 tables were observed in use, 19 tables were observed in use in phase two and phase three 10 tables were observed in use; the number of tables observed in use phase four was between 3 and 4. It was also interesting to note that two of these were only used at meal times to assist people with their meals. One table was used for a patient who liked to have certain personal possessions laid out on the table in front of them all of the time, the other one was only observed being used at  intermittent times again for activity use, for example to put magazines and books on for the person to look through. It was clear that there had been a reduction specifically in the use of tables with chairs as a form of restraint and that this could reasonably be attributed to the most recent campaign.  This was encouraging to see as the efforts in raising awareness of the use of restraint and engagement of staff appeared to have influenced practice. This was seen as a step in the right direction by the Core Group. 

It is interesting to note that the Matron also observed that when going around the homes on a day to day basis that she no longer saw the routine practice of using tables and chairs to confine patients.

Attention is now turned to the use of cot sides. Here there was a decrease of 10,  from 44 people who were using cot sides in phase one, to 34 who were using them in phase four. Again, whilst, this is not a huge drop in numbers, reduction in restraint use continued. It is also interesting to note that once again the Matron also stated that when she undertook a recent audit 6 months after the data collection had finished and the use of cot sides had continued to decrease and at that time 28 people were using cot sides. 

Again this was positive, particularly as use of cot sides had continued to fall some months after completion of the study. This seemed to indicate that staff were now considering whether cot sides were appropriate or whether there were alternatives to their use. The fall in usage was even more promising when it is considered that most new beds now come with cot sides fitted as standard. As a result, it is all too easy for staff to put them up without considering the consequences. However this does not appear to have happened. Indeed, as a result of the study, a number of high low beds (without the cot sides fitted) were also purchased which helped decrease staff anxiety in this area. This is an important consideration as failure to provide correct equipment for staff may negate any potential progress, and at worst result in organisations failing to meet their health and safety obligations.

Investigating the use of comfort chairs across the study (chairs that restrict people’s movement), there would initially appear to have been an increase in their use. Looking at the data available from their use across the four phases of the study, it appears that this has actually increased from 16 in phase one, 16 in phase two, 27 in phase three and 23 in phase four. However, It is important to point out that the in the majority of cases such chairs were now being used for the comfort of the patient and not as a form restraint as previously. As discussed earlier, when the patients’ clinical profiles were discussed, many would not have been able to sit out in ordinary chairs due to their posture, and would have historically been nursed in bed as they were immobile. Therefore use of certain equipment must be judged with the needs of particular patients in mind and due to the high levels of frailty amongst the patients the use of supportive chairs out of bed is preferable to confining people to their beds.  

Attention is now turned to the use of medication. For the first time in the study staff readily acknowledged in phase four that medication could constitute a form of restraint and made efforts to reduce its use. This was reinforced both by the education session and the introduction of the new Consultant who supported a change in practice. Consequently there was a reduction in the use of sedative medication to 11 patients in phase four. This reduction was primarily led by the nurses but fully supported by the new Consultant Psychiatrist. When examining the case studies later on, it will also be seen that the pharmacists had noted the reduction in use of sedative medication, as seen in the following quotation:
‘The pharmacists have noticed that medications are now being reviewed regularly and have reduced’.

Again, this was encouraging and provided evidence that staff had acted on the knowledge they had received from the training sessions and were making changes in practice.

When reflecting on the above changes, it is important to acknowledge that training and raising awareness of a topic are not enough, by themselves, to ensure effective changes in practice. To achieve this, staff at all levels must be involved and fully understand the reasons behind any changes if such changes are to be sustained.  
Attention is now turned to why staff used restraint and how they felt about it.

7.1.5 Why staff used restraint and how they felt about its use

Twenty one respondents considered that the use of restraint was always justified; however, 20 said that they did not always feel that this was the case. There were 5 non-respondents to this question. This seemed to suggest there was still some subjectivity around the use of restraint. On reflection, the question was posed as a yes or no answer and could have also been expanded to explore under what circumstances restraint use was justified. 

In line with the literature, and the findings from the three previous phases, a range of feelings about restraint use were still being experienced by staff.

The overriding reaction to using restraint still remained feelings of guilt, with 21 staff stating they felt guilty when using restraint and 21 stating that they did not. Staff gave the following as reasons for why they felt guilty.

‘We are taking away the people’s freedom (7)’.
‘Don’t like to prevent someone doing what they want’.
‘Not nice for anyone’.
‘If used too quickly although don’t see this as much now’.

Again, this was initially a disappointing response as I had hoped that the majority of staff would no longer feel guilty due to the level of training and support that they now received. However on reflection with my supervisors it was agreed that the question posed was possibly too leading and that rather than ask staff if they felt guilty (potentially suggesting that this was an emotion that they should experience) it would have been better to have an open question asking how they felt, so that they could respond in their own words. However having used the question in the early phases of data collection it was felt inappropriate to change it at this late stage. On the other hand the case studies presented later illustrate a far broader set of feelings about restraint practice.     
 
On a more positive note staff indicated that they were now using a far wider range of techniques to reduce restraint use, with a particular focus on diversion and de –escalation. They also noted that as a team they talked about restraint much more than they had previously done. The following extracts from the data illustrate this:
‘I feel the practice on the whole as a team is good we are very aware of restraint and it used as a last resort’.
‘In certain situations something has to be in place’.
‘We now use de escalation and diversion much more’.
‘We use lots more techniques than we used to’.
‘We talk a lot more now’.

It seems that staff now appeared to feel more comfortable if they had to use restraint. They stated that they were now justifying what they were doing more fully and focusing on triggers to try to prevent difficult situations from arising where possible. This was also reinforced in the observations of practice and suggested that a more enriched environment was beginning to develop. This will be considered in more detail in chapter eight.

7.1.6 Reflections on the results of the ‘traditional’ data analysis.

Having highlighted the key findings from round four of data collection a brief summary and main reflections of the core group are now presented. The Core Group now felt that:
●There was evidence that the participants had a common understanding of what restraint was and that their knowledge around this aspect of practice had increased 
●There was evidence that the policy, assessment form and other tools that had been developed were being implemented in practice
●There was an observable reduction in the use of restraint following the training and implementation of the action plan
●There was greater recognition that staff would always need support and guidance in managing this challenging aspect of care, in particular the feelings and emotions associated with using restraint
●There was more consistency between what staff thought they were doing in terms of using restraint, and what was documented and observed in practice 
● It was now abundantly clear that training and raising awareness on their own were not enough to ensure effective change in practice; staff at all levels needed to be involved and fully understand the reasons behind any changes and be part of deciding what actions were to be taken  
 ●Managing change, particularly around contentious issues such as the use of restraint, is complex and requires strong leadership, time and ongoing commitment.
Reflecting on the above points the core group and myself were really pleased to see the above more substantial changes to practice and that staff were taking responsibility for making this happen. This provided us with some confidence that the more participative approach that we had adopted in this latter phase was beginning to have an impact. Indeed the data collected during phase four indicated that the greater levels of staff engagement had paid dividends. However, as described in the preceding chapter in order to better assess the actual impact of the greater involvement required a quite different approach to evaluation. As described above we therefore adopted the EA framework. This involved more interactive engagement with staff structured around a series of questions reflecting each of the four dimensions of EA approach as described by Nolan et al 2003). The results of this are considered below.  

7.2 Perceptions of the participants using the EA framework

A total of five discussion workshops were held over a period of two weeks. These were carried out in the three homes on an individual basis. All sessions were attended by a combination of qualified and unqualified staff. The home manager set aside two days in each home based on the days where the majority of staff were on duty and each session was conducted in the same way.

A total of 33 staff attended the workshops overall, 8 qualified staff and 25 unqualified staff. A further analysis of these data and a breakdown of each homes’ attendance is demonstrated in the following table;






Table 7.3 Profile of respondents from each home


Whilst overall attendance was broadly similar across the three homes, it was interesting to note that home three had the highest number of staff attending across the three homes. This was consistent with the increase in the number of questionnaires returned, compared to earlier in the study. Possible reasons for this have previously been discussed.

Approximately 75% of the respondents who took part in the workshops had been a part of the study for the four years duration, and therefore could contribute significantly to the wider evaluation, having been on the journey throughout. 

In addition to the clinical staff workshops a further workshop was carried out with the managers to gather their views of being involved in the study. This was carried out in the same way as the workshop for the staff and was attended by 4 managers who had been part of the study for its duration and were members of the core group.  The managers were asked the same questions as the staff. On completion of the workshop, I sent copies of the comments captured from all the groups back to the groups to try and achieve an overall consensus across all participants. This gave all the staff, including those who could not attend the workshops, the opportunity to make any comments they felt were important.

The findings fell into three key themes that echoed both the model and themes identified in the findings presented from the previous phases of data collection. The findings were very similar across all three homes and no significant differences were highlighted between them.
The three themes were as follows:

●Staff perceptions of their involvement and engagement (equal access)
●Degree of raised awareness on the subject of restraint (awareness of self and others)
● Any changes in restraint practice (encourage and enable action)

One of the things that really struck me when undertaking the workshops was how proud the staff felt about what they had achieved in the study; some even commented that at first they were sceptical but as the study developed, and particularly towards the end, they saw changes in practice and the impact this had on their patients. This was clearly really important to them. This suggested to me that an ‘enriched environment’ was beginning to develop, especially since the second round of action and implementation in which staff had been involved to a greater degree. It seemed that they now felt more empowered to make changes in practice. This suggested that there had been a shift in their previous culture of limited risk taking and that staff were now being more innovative. Whilst this was only an emerging thought at this time it became far more apparent when staff presented their case studies (see later).  The overall views of staff are summarized below, using the evaluation headings described above, drawing on verbatim quotes captured during the staff workshops.

Staff perceptions of their involvement and engagement (equal access)

The first section to be explored covers access and discusses how staff felt they had been involved in the study and whether everyone had had the opportunity to contribute in the same way
From the discussions in the workshops it was clear staff had felt involved in the study and that everyone had had the opportunity to participate at every stage of the study if they wished. 

This was heartening to hear, particularly as during the earlier phases of the study the majority of the staff had only primarily been involved in completing the questionnaires, with a small group also involved in the focus groups and review of the documentation. It would have been interesting to see whether staff would have felt so involved if I had asked these questions prior to the introduction of the more participatory way of working.  However, at no point did they suggest that it would have been better if they had been more actively involved at an earlier stage; although I acknowledge that I did not directly ask them this question at the time, they appeared generally satisfied with the way the study had progressed and that they could voice their opinions. Reflecting on this it still may have been better to have wider involvement of staff at an earlier stage in the study, especially as the observations of practice from the findings of phase four demonstrated that when we did involve the staff more fully changes in practice were far more evident.  This is an important learning point for me.

However, despite the rather prescriptive approach taken at the start of the study staff stated that they had really enjoyed completing the questionnaire and commented that they felt their responses had changed over time as their knowledge had increased as a result of attending the education sessions. 
This was a view that was also held by the managers.
‘Doing the study over four years I would have expected the staff to moan when asked to complete questionnaires again, there was no audible signs or ‘here we go again’ comments, there was no negative attitudes or people saying this is a waste of time. I think this is because people saw the changes, were involved throughout and had regular feedback’.

The feedback from the managers’ workshop was consistent with the findings from the staff workshops and they agreed that every one had the opportunity to participate if they chose to; it seemed that there was consensus on this point.

In summary, the findings around success of the study suggest that staff and managers had felt involved in the study, that they considered that they had every opportunity to participate and voice their opinions. These issues were considered in terms of planning the study, the processes we followed and the products we produced.  This indicated for me that staff and the managers had viewed this study as a partnership and that it was a project we had completed together rather than something that had been imposed on them. This was important to me as I had tried very hard for it to be seen in this way, but I accept that my initial approaches might not be viewed as such. The picture that seemed to be emerging was that there had been some cultural change, particularly around the management of risk and the apparent reduction in the use of restraint as seen in the findings of the observations during phase four of the study. The staff now approached the use of restraint in a more considered way than before the study commenced, perhaps indicating that they felt more secure in decisions they were making around restraint, with the new support structures introduced in the second round of action playing an important role.
The following are replies and direct quotes for the participants that underpin their perceptions of their involvement throughout the study. 
 ‘I liked the fact that I was involved in the focus group and then helped with the review of the notes, it really linked the processes.

‘Everybody had the opportunity to contribute at each stage’.

I have felt very involved in the project’.

‘Everyone has had a chance to be heard at every opportunity’

‘Don’t think we could have done anything different’.

‘I have always felt I could say what I wanted and was never afraid to voice my opinion’.


‘There was plenty scope for people to express their feelings’.

 ‘It was good as our comments have been taken on board when we suggested we wanted a poster and other things’.

‘We all agreed the action plan after the work shops but it was what we had agreed in the workshop anyway’
In summary it would appear that despite our lack of wider staff engagement in the earlier phases of the study staff still felt they had a voice and that they all believed that they had an opportunity to participate in the stud

Attention is now turned to staffs’ views about the extent to which the study had raised awareness. 
Raised awareness of the subject of restraint (awareness of self and others)
This section explores the perceptions of the staff and the impacts on themselves and their colleagues following the training sessions on restraint and how this increased their awareness of restraint
The participants stated that, overall, the training had been excellent and, as a result, they now felt more knowledgeable and skilled in dealing with challenges around the use of restraint. This included a range of issues such as practices that they now saw as being a form of restraint that they may not have seen as such before the study. Furthermore their practice had changed and they now drew upon a range of other approaches, in particular de-escalation techniques that they had either not previously been aware of or had not used. They found these techniques very helpful.

These findings reinforced the importance of both providing training and also developing associated policy and guidance.  As a result of these developments the managers indicated that they had seen the attitudes of staff change, and that a culture of greater reflexivity but also innovation was starting to emerge around the use of restraint. There was now more focus on the individual’s care and staff were more likely to look for alternatives than prior to the commencement of the study. This is also verified in the case studies presented by the staff (see next chapter)

In summary, these data suggest that staff felt that not only had their own awareness and knowledge around restraint been increased but also that of their colleagues. 
I noticed that as my knowledge increased over the study my responses to the questionnaire were different’.

‘The training sessions have been excellent’.

‘It’s all about education and reinforcing it’.

‘We are now more knowledgeable and skilful’.

‘It has been an eye opener’.

‘The session on chemical restraint has been really good’.

Attention is now turned to actual changes in practice.

Changes in restraint practice (encourage and enable action) 
This section considers if the study had encouraged and enabled staff enough to change their practices around the use of restrain, especially in light of revolution that had occurred and the development and implementation of the 3D campaign 
The findings indicate are that the staff believed that the study had really challenged them and caused them to look more critically at what they were doing in practice. As a consequence their approach to restraint was very different at the end of the study than it had been at the beginning.  Importantly, whilst the study had increased staff knowledge the participants were now better able to identify changes that they and their colleagues had made in practice as a result of this new knowledge. The participants also believed that they discussed issues more openly than they had before the study and were more likely to do this as a team. There is no doubt that this was a direct result of the wider staff engagement and the development and implementation of the 3D campaign

The managers reinforced the findings from the staff workshops and agreed that the project had made a big difference to practice. They also gave several examples of how practice had changed, for example they had seen reductions in the use of cot sides, medication and the use of chairs and tables, and linked this to the fact that staff were now much more aware that such practices, if applied in an unthinking way, constituted a form of restraint. Both the staff and managers’ comments matched closely the findings from phase four of the data collection, where an observed reduction in practice was noted. 

 Everyone felt that they were working together much more as a team to identify individual service user issues to reduce the need for restraint. In particular de-escalation and diversion were much more apparent, again reinforcing the importance of the 3 D approach, the idea for which, especially the poster, had come primarily from staff themselves.  

Staff appeared to be really proud of the changes they had made and were committed to ensuring they continued in this way. This indicated to me that they had taken far greater ownership of the change, and that an enhanced sense of purpose and achievement was the result.  
The quotes below give an indication of some of these changes and illustrate the success of the 3D campaign:

‘We look at the reasons more and the rational for using restraint it is not just one person deciding, if it doesn’t work we try another method’.

‘We try to be patient centred and give people as much freedom as possible’.

‘This has challenged the way we used to work and how we work now’.

 ‘Before we used to use restraint much quicker and would often say to people sit down, now we look at the reasons for their behaviour and go through the things and look at alternatives’.

‘Our last step now was the first step before’.


 ‘I have noticed staff saying to new staff how we do things here and that we don’t do certain things’.

‘We have decreased the use of medication and cot sides’.

‘We do not use bed tables to block people in or chairs with tables’.

‘We do not sit people at the dining table in wheelchairs any more we would always transfer them into a dining chair’. 

‘We have seen big changes from 4 years ago, chairs and tables are not used any more, safety sides are not used automatically, medication has been reduced’.

‘The assessment form is simple and easy to use, a really good idea’.

‘People are now assessed, there is a care plan and people really question what is being done’.

‘We use de-escalation and diversion much more than we did before’.

‘We now have an acceptance of managing risks; we are taking positive and acceptable risks’.

‘I have noticed that we are doing more subtle things such as giving people more choice even with their meals, we are much more proactive now
We have a new Consultant who is excellent and is committed to making changes also’.

‘We now let people walk much more than we did before’.
‘It was good to get together with staff from the other homes’.

‘We definitely work together as a team much more than we ever did’.

‘Attitudes have definitely changed as a result of the raised awareness’.
‘Our practices have changed and we have seen lots of improvements’.
‘Good to see a policy and written guidance


Continuing this work was also seen as vital to the managers. Whilst they did identify some concerns, as indicated below, it was encouraging that after the project had formally finished that actions were being taken to embed the changes such as strengthening the link nurse’s role, reinforcing the use of the induction leaflet and developing a risk- taking form, which could cover all aspects of risk taking. 

‘We must keep the momentum up’.
‘The biggest concern is if it will still be sustained over time, we have recently had 20 new staff. It is something we will ask the new practice development facilitator to lead on and work with the link nurses’.

Their comments and suggestions as to how they would take things forward in the future were really interesting as I had not been a part of these discussions. This seemed to suggest that staff were now taking more responsibility, ownership and leadership than they had in the past. 

This is consistent with the belief of managers that as a result of the project staff had been enabled, empowered and supported to make changes and this resulted in a more proactive approach to risk taking. This was illustrated by one of the managers who described how a patient had recently been admitted because another unit could not handle his ‘aggressive’ behaviour. In discussion with the family the staff discovered that he liked gardening. The home has a secure garden. The manager had a discussion with the modern matron as to whether it would be appropriate to allow this patient to ‘wander’ around the garden and tend to plants using a small pair of flower cutters. A risk assessment was carried out by the staff and with close observation this patient spent much of his time out in the garden pruning the shrubs. He soon became far more relaxed and settled very quickly, showing no more aggressive behaviour. Whilst there was some initial concern that the bushes were rapidly becoming very sparse the family were delighted with the results and reported seeing significant improvements in their father. Underlying this apparently minor change are quite major changes in attitudes, culture and practice, demonstrating a very different response than what would have been the case before the study when such an intervention on the part of staff would, in the managers’ words have been seen as ‘too risky’.   Examples like this really are really powerful and help to capture the impact of the study in ways that questionnaire responses cannot. 

In summary, the findings presented around changes in practice (encourage and enable action) illustrate how the staff had made many changes to their practices around the use of restraint as a  result of the 3 D campaign and were actively encouraged and enabled to do this. This is indicative of a change in culture within the homes from one of being risk averse before the study, to one where there is a greater acceptance of managing risk in a positive, proactive and acceptable way that enhances patient care. This was only evident following the much wider staff engagement and change in the AR approach that led to the revolution and implementation of the 3D campaign.  

As useful as the above workshops had been in encouraging some form a ‘dialectic’ process I was struck by how potentially more powerful were the ‘stories’ provide by staff, such as that describing the use of the garden above. 
As Ronch (2004) suggested in her model of leadership encouraging staff to ‘narrate’ their experiences is a very useful way of helping them to both reflect upon and consider more innovative ways of doing things. Consequently I decided to ask each of the three units to provide two ‘case studies’ that for them best captured the impact of the project, especially in terms of their restraint practices. In addition I asked the matron to provide an overview of her perceptions of the impact of our work across all three homes. These are presented below, initially in the participants’ own words, before I analyse these with a view to seeing to what extent they suggest a direct change in restraint practice (using the 3 D campaign as a lens) and the potential emergence of a more enriched environment of care. In doing this I apply the ‘Senses’ framework (Nolan et al 2006) as previously described.   

7.3 Case studies, as reflective indicators of change and the potential emergence of an enriched environment.
When asking the managers and staff to provide me with their reflections, I did not provide them with any structure on how to present the case studies as I did not want to influence their thinking in any way but rather wanted them to express what they saw as important changes themselves. Each of the case studies below is exactly as presented and agreed by the unit teams. However, as noted above I subsequently consider the implications of each for restraint practice (using the 3 D campaign) and what they might say about the emergence of an enriched environment of care as defined by the ‘Senses’ and the impact on personhood for the patients.

Case study one
An elderly man with Dementia in his early 90’s with only one arm was no longer able to walk due to hip and knee joint problems.  The gentleman previously prior to admission enjoyed the freedom of walking about. 
Prior to the study the nursing staff either placed him in a comfortable chair in which he often became restless or was sat belted in a wheel chair because it was feared that he would try to stand up then fall and injure himself.  After the study, a positive risk was taken using a collaborative approach with the gentleman’s family, nursing staff and GP.  The belt was removed to allow the gentleman more freedom which in turn reduced his anxiety/ restlessness. PRN medication has been reduced.  The gentleman now enjoys more freedom of getting about the home on his own in his wheelchair without the belt. He has had one fall whilst in the wheelchair when he had escaped through the fire exit one evening which was due to pushing himself along an uneven surface. The staff now feel more confident when dealing with such issues and feel supported in assessing and managing the risks around restraint which ultimately provided more autonomy for the gentleman concerned.

Analysing this case study it is clear to see that there had been a quite significant shift in culture and practice, especially in terms of assessing and managing risks around the use of restraint. The result has been more freedom for the patient a reduction in medication as well as less agitation and restlessness. Despite one ‘set back’ in terms of a fall staff have continued with the more open regime and not reverted to the ‘safe’ stance that they would previously adopted. There is evidence of increased discussion and collaboration, both within the team and between the team and the patient’s family. The team had engaged in several discussions about this patient, acknowledging that removal of the belt could increase the risk of him falling, nevertheless they decided to proceed. This is indicative of a greater sense of security in that the team now felt confident to take the additional risks in the belief that the likely benefits to the patient would outweigh any potentially negative effects. Their willingness to openly discuss any issues suggested a greater sense of belonging and this also promoted better continuity of care. All this is suggestive of an enriched environment 

In addition there was more awareness that the use of a belt in fact constituted a form of restraint and that this was probably not justified as being in the best interests of the patient.   

This not only displays increased knowledge around restraint, probably a result of the training undertaken, but also indicates that staff were implementing the principles of the 3D campaign in that the dignity of the patient was now their over-riding concern. For me this case study demonstrated that staff not only had an increased understanding of the forms of restraint but now felt more secure in their decisions to take the ‘risks’ associated with not using restraint. It was also clear they were now using a more analytical approach to addressing this issue than prior to the implementation of the 3D campaign. The greater confidence staff had in making differing choices about the care of this patient also suggests that a more enriched environment was emerging and that this has enhanced the personhood of this patient by recognising him as an individual and looking at the situation using knowledge of him as a person to frame the care provided. 

Case study two
A frail elderly patient in his late 80’s diagnosed with chronic depression, very poor vision and only one eye. This gentleman had a history of falling out of bed and on one occasion lost his eye due to banging his head on the corner of   bedside cabinet in the night whilst trying to get out of bed, (another home not in our area).  Before the study, nursing staff would have considered using bed rails for the safety of the patient;  however,  it was decided to move him to a bedroom nearest to the communal area of the home  so night staff  could monitor him more closely and if he needed assistance to go to the toilet. There have been no further falls incidents until recently when he fell out of bed in the night and banged his head. Again, using a positive risk taking approach the gentleman has been given a low bed with no bed rails to allow him the freedom of going to the toilet thus reducing the impact of a further fall. 

Examining this case study highlighted for me the fact that that staff were now considering alternative approaches to using restraint and were thinking more laterally and critically about their options. They would not have done this before the study. This illustrates that their knowledge around the use of restraint had not only increased but was influencing the care they now gave. This case study also demonstrates how they were considering the principles of the 3 D campaign and using approaches they would not have previously considered. As a result not only had this patient been moved to an area where he could be observed more easily, the staff were using a low bed and had removed the cot sides. This is something that would probably have been considered ‘too risky’ prior to the study. The above demonstrates that staff were aware that there are alternatives to the use of restraint, whereas prior to the study they rarely considered alternatives, with restraint being the ‘default’ option.
  
 If the six senses are applied, as with case study one, there is evidence here of a greater sense of security, enhanced continuity and a sense of achievement for staff. Whilst the benefits to the patient are not as apparent as in the first case study nevertheless less restrictive care is in evidence and there is the suggestion of a more enriched environment for both staff and patient.  By using these approaches and enabling this man to access the toilet himself when needed, staff have been able to enhance his personhood whilst also maintaining his personal safety as far as is possible, consistent with a positive approach to risk taking. 

Case study three
This concerns an elderly gentleman with Dementia in his early seventies who is very mobile and walks most of the day. When he first came on the home, he was very aggressive towards staff and other patients. He was commenced on a depot injection and oral lorazepam and oral anti psychotics. He was also using a lot of PRN medication to reduce aggressive outbursts. This man clearly became over sedated and was not walking as much, the aggression was still apparent and he was showing side effects to these drugs including dribbling. 
During the last year of the study, we have decreased his medication dramatically. He is now off his depot and his lorazepam has been stopped. His oral anti- psychotics have been decreased. Due to the study and the education for the staff from the study, we are able to use other methods in helping him to reach a stage of well being and decrease his agitation. Strategies that are used are de-escalation and generally allowing the man time on his own allowing him time and space to be on his own or communicate with us when he wants. Since the decrease of chemical restraint in this man, he has rarely shown any aggression to staff and other patients and walks around greeting people and even dancing with staff to music. Side effects of the medication have also stopped and he often communicates with staff and generally has a smile on his face. This has given us real satisfaction and helps when we have new challenges as we can see the improved quality of life this man now has as a result of this work

The results of this case study are more far reaching and significant than the previous two for the patient and probably also for staff. This case study highlights how, as a direct result of the study, the team have worked hard to re-assess the situation, and consider alternative approaches which have resulted in a quite dramatic reduction in the use of chemical restraint and a clearly improved quality of life for the patient. As a result the staff are also reporting a far greater sense of achievement and it is clear from the tone of the report that they are rightly proud of what they have achieved. They attribute this directly and unequivocally to the project, especially the 3D campaign. Reducing the use of medication had historically been seen as a role for the medical team. However a change of Consultant and the education sessions have increased staff knowledge so they felt secure enough to raise the issue with the Consultant and together agree a plan where medications were reduced. As a result not only has the patient's agitation reduced but side effects have been significantly improved and the patient’s levels of engagement with staff and activity have been enhanced. There is no doubt that his overall quality of life has improved significantly and that staff are now using a more person-centred approach to his care. Staff also expressed a considerable sense of achievement from the above changes, all of which point to the emergence of an enriched environment for all concerned.  




An elderly lady, who has frequent falls, can also be aggressive at times and will be awake for 24 hours at least once a week. This lady constantly wanders around the home when awake and her mood is changeable. Since the study has taken place, this lady still falls frequently but we have taken away any forms of restraint which might exaggerate the seriousness of the falling. She has been given a’ falls risk bed’ (to stop any falls from the bed) and we have stopped the use of bed rails. She has been taken off all her anti- psychotic medication and lorazepam which she had regularly before for her aggression. We found she was aggressive anyway even with the medication but easily distracted and she seemed to forget that she was angry so would have calmed down before the medication had chance to work. She does, however, use lorazepam sometimes at night to aid sleep but this also is decreasing. The lady does become quite unsteady on her feet when tired but refuses to sit down. Staff have adopted the approach of taking it in turns to walk with the patient until she settles down thus reducing the risk of falls. The falls are an ongoing problem but with the support of the staff in the home this lady is living her life how she wants to with no restraints.

Once again, this case demonstrates how the team has completely changed its way of thinking and approach to managing ‘difficult’ behaviours. They have adopted multiple strategies including distraction, a reduction in medication use and in the application of bed rails. In addition there is evidence of far better observation of symptoms and of the limited effectiveness of medication and a much more accepting approach to the issue of risk. The principles of the 3D campaign are evident in that staff are now looking for reasons behind the patient’s behaviour and trying to de-escalate problem situations before these develop. There is a belief amongst staff that the lady is now ‘living her life as she wants to without restraints’. Whilst this sentiment may not have been expressed directly by the patient herself it is clear from the way that staff describe it that they believe that this is the case and this must inevitably make staff feel that they are providing a better quality of care. Staff acknowledge that these changes have only happened ‘since the study’.   The team has enhanced personhood for this lady by looking at her needs from an individual perspective. This has enabled the lady to have more choice and greater freedom to remain active, safely accompanied by a staff member.  

Case study five
A male patient aged 80 years, diagnosed with Dementia and who could become quite  ‘vocal’ in the home which has a negative impact on fellow patients, relatives and staff due to the high noise volume. This patient was mostly placed in the ‘snoozelen room’ to lessen the echo around the unit; it was agreed that this procedure could be described as a restraint due to the patient being excluded from the main area of the home. It was decided that a care plan would be written and agreed and signed by all of the team. The care plan would include a ‘check list’ that may eliminate the causes of the vocal episodes; the check list incorporates: was the patient hungry/thirsty? Was the patient wet/soiled? Was the patient in pain? After all the checks were carried out and only as a last resort would the team all agree to place the patient in the quiet room to aid calm to the patient and to minimise distress to the fellow patient?. This approach has minimised the amount of times the quiet room is used. In addition the person also has a member of staff now present if they go into the room and they are monitored more closely so the approach is now being used for the least amount of time required.

What was really encouraging for me from this case study was that staff were referring to the check list as they are presented in the 3D poster and exploring a range of reasons why the person is behaving in such a way.
There is clear evidence of them considering restraint far more carefully, having joint discussions, acknowledging that their previous practices had indeed been restraint and taking joint responsibility and positive steps to reduce restraint for this person. 




Collectively as a team and before the restraint policy, the home as a whole fell into the routine of using bed rails for all 20 patients. As the study progressed, it became apparent to us that we needed to look at this procedure in more detail. Assessments are now being carried out to determine whether the use of bed rails is warranted and whether the patient should have these bed rails in place.
As a consequence of these assessments, we now have more ‘falls risk beds’ for several patients and several bed rails have been removed. It has also reinforced that staff should to not fall into a routine of using bed rails without thought and assessment. We now look at our style of nursing practice more closely and remember to see the person as an individual.






7.4 Reflections on the case studies presented 

From a consideration of the case studies the core group believed that the overall picture that emerged was one where there had been cumulative and incremental changes in practice around restraint including:
	A far more holistic approach to assessment 
	A wider appreciation of what constitutes restraint
	A greater willingness to acknowledge restraint use and take risks
	Greater innovation and flexibility in seeking alternatives
	Enhanced communication and discussion amongst the team, including where appropriate with medical staff

Cumulatively the results, both direct and indirect, were significant for both patients and staff. For patients there had been:
	A marked reduction in the use of restraint
	A marked reduction in the use of medication as a form of restraint
	Increased engagement with life on the unit
	A better quality of life for many and increased personhood for individuals and the patient group as a whole. 
Implicit, and often explicit, within the staff responses was a perception of better team working and communication, pride in a job well done, a willingness to challenge practice and to think about solutions to problems more creatively. Whilst staff were not explicitly asked about the ‘senses’ it is reasonable to conclude that there were examples of a greater sense of security, belonging, continuity and achievement, all indicative of an increasingly enriched environment and a change in culture on the units that went beyond the issue of restraint itself.

In order to provide an overview of perceived changes that went beyond the possibly parochial view of staff on a single unit I also asked the Modern Matron, as someone with responsibility for, and oversight of, all the units to provide her perceptions of how much the units had changed since the start of the study. This is presented below, again exactly as it was presented to me.

7.5 A manager’s reflections

Since the commencement of the research study into the use of restraint, I have noticed many subtle changes within the clinical areas that I manage.
The biggest change I believe is within the attitude of staff who are now able to explore alternatives to the use of restraint.  If asked about restraint they will automatically respond that they do not routinely use restraint within clinical areas.  Staff recognise that the “none” use of restraint may increase the risks to patients, for instance with regard to falls, but these risks are more actively managed to ensure that the freedom of patients is not restricted.
Previously 60 out of 60 patients would have bed rails in use; this number has dramatically reduced to 28 following a recent audit that I have just carried out. It is interesting to note that this has decreased even further since we completed the last phase of data collection 9 months ago.
This demonstrates the ongoing commitment to this work and that staff are committed to improving their practice. Previously, risk assessments were carried out and even if the risk assessment did not score for bedrails to be used, it was common practice for all bedrails to be used.  Some of this is in part due to the fact that beds are now supplied with bedrails attached whereas historically they were added onto the beds if needed.  Bedrails are now only used when it is thought that there is a genuine risk of the patient rolling out of bed; however, even this need is reducing with the organisation investing in beds that are considered to be “falls beds”.
Chemical restraint has always been used cautiously within Older Adult Mental Health but there is now an even greater awareness of the risks associated with using chemical restraint.  Medication is reviewed on a regular basis and is never used as a means of preventing patients freely walking around the clinical areas.  Challenging behaviour is managed by other means and medication is only used if the levels of distress to the patient warrant this. I see the staff using the skills they have developed which include de- escalation and diversion.
Staff are also mindful of the use of furniture as a means of restraint; for example, placing a patient in a chair that is too low for them to rise out of independently.  They also consider such issues as a patient in a wheelchair up at a table with the brakes on. They would now consider that this is restraint if this went on after the meal time has finished.
As previously described, staff attitudes have changed and they are willing to take positive risks with patients to ensure that they have a good quality of life.  Care plans are developed and in place where the team decides that some form of restraint is required, for instance to “rest” the patient and these are strictly adhered to.  Staff do genuinely consider the consequences of their actions before they take them.  I am really pleased with the outcomes of this research and the changes I see in practice.

Reflections on the manager’s view.
When the Core Group considered these set of reflections they felt that they brought together and reinforced the conclusions that were gained from the individual case studies. What was readily apparent, and for us, encouraging, was that even nine months after the end of the ‘formal’ project the Matron reported that not only were changes being sustained but that they were still evolving. For example, she talked of a number of ‘subtle’ changes in attitude that went beyond restraint practice itself and attested further to the possibility of a more enduring change in culture emerging, especially as regards staffs’ recognition, assessment and response to risk. With regard to restraint itself there were obvious changes such as a quite dramatic fall in the use of bed sides (from all 60 patients to 28), a reduction in medication, greater use of low-rise beds and the more widespread application of a range of techniques of distraction and de-escalation. Whilst these can be attributed in part to the education programme, the group felt that there was little doubt that the 3D campaign, especially the poster, was highly influential. That this was the brainchild of the wider staff group and may indeed not have emerged at all but for the change in approach that resulted in the far greater involvement of all the staff was further ‘evidence’ of the success of the more engaged approach.  
It is also interesting to note that the modern matron saw the study as a research project rather than a process of managing change; this was probably due to the fact that I had closer involvement with her and she herself had been recently exposed to research as part of a degree she had been undertaking. Again this was an important point as research within the organisation to date had been extremely limited and this was a step towards trying to raise its profile and importance, although this was not a major goal of the study.

In conclusion, the matron’s reflections both supported and effectively summarised the conclusions emerging from the observational data from phase four and the wider evaluations and the case studies presented by the staff. What is not in doubt however is that the more inclusive approach, both to staff involvement and the application of a broader set of principles for evaluation, resulted in a much richer and more holistic understanding of the complexities and challenges of introducing and sustaining any form of change initiative. 

Before going on to consider the wider implications of the study attention is now given to a few personal reflections.


7.6 Personal Reflections on my role and learning
From my perspective conducting the study and writing the thesis has been a huge learning curve for me and it is only having been through that journey that I can begin to reflect on and acknowledge the complexities involved, which were not particularly evident to me as I started the journey. At the outset I was an experienced senior manager, well familiar (or so I thought) with both the issues surrounding restraint and the environment within which the study was to take place. At one level of course I was but I had under-estimated how challenging the journey would be and how it would call into question a number of taken-for-granted assumptions I held about engagement and involvement. I have therefore learned much about myself, and of course about ‘research’ and change management.

Whilst I recognise that my learning as a researcher has only just begun, completing this study has provided me with transferable knowledge and skills particularly when looking at analytical and writing skills. I hope that these will enhance not only any future research I might undertake but also my leadership and management practice. I have tried to integrate the knowledge generated through this work into other areas of my practice, for example I now look at literature in a different way than I did prior to the study.  In addition I have been able to share the knowledge I have gained more widely with others who work with older adults and share how we were able to reduce the use of restraint. This is shown in the presentations that have been undertaken to date and many informal discussions with senior staff from others areas.

Whilst personally this journey has been one of the most challenging I have undertaken, it has also been one of the most enriching experiences as it has opened up a very different way of looking at things. Through this undertaking I have developed more confidence in academic writing, although still acknowledge I have a long way to go. Before the study commenced, I felt well prepared (how wrong one can be!) as I had previously undertaken two smaller pieces of research before, one for my MSc in Health Sciences where I had been required to undertake a piece of original research. I was very keen to start collecting data, as I felt this was the really important part of the study and once I had the ‘data’ everything would all fall into place. As a relatively inexperienced researcher, (although I didn’t really see it that way at the time), it is now clear to me that the hardest part of the research is in planning the study, deciding on the methods that will be used, and being clear about how will you analyse the data you collect. It is only now when reflecting on the journey that I can look back on my naivety and appreciate this more fully. This leads me now to reflect on my choice of using Action Research for this thesis.

I still feel the use of Action Research was the appropriate model for this type of study and the understanding that I was hoping to gain. But on reflection, my initial level of knowledge about this type of approach was actually quite limited, even though at the time I felt that I understood the principles well. As a result, this affected the early stages of the study and the overall early engagement with staff. I felt I needed the security of more traditional forms of data collection, such as questionnaires and was rather nervous of the more open and flexible approaches that I adopted later.  One of the key lessons I have learned is not to be afraid to change direction if you need to as a study progresses.

This is most evident in my initial belief that I was involving staff as participants when, in reality, what I was really doing was involving them as respondents. As I reflected with my supervisors and gained more knowledge and understanding of the Action Research philosophy, I was able to alter my approach and truly begin to engage staff as participants. This resulted in not only richer and more meaningful data from the participants, as demonstrated in the final phase of the data collection, but crucially in more significant changes in practice.
  
Reflecting back on the Action Research approach I can now see that initially I had adopted more of a positivist approach rather than an inclusive one, and this is something that I would do very differently if I were to do a similar study in the future.

 Examining the methods and tools that were developed to collect the ‘data’ is also important. Whilst the questionnaire was useful in allowing me to establish some form of initial understanding of the situation I came to rely on it too heavily and should from the outset have also used more open techniques such as interviews and the collection of staff ‘stories’, such as the case studies.  

The findings demonstrated little difference between phases two and three of the data collection and in retrospect I may have been better advised to undertake three phases of data collection. But hindsight is a marvellous thing and the data collection at least had the advantage of keeping staff engaged with the project. 

Ideally, I would have liked residents and more relatives to have been involved but this was not possible for the reasons previously discussed.  It could be argued that if more time had been available, then one- to -one interviews with relatives may have been a better approach. That said, the views of the relatives were sought and where they were provided they echoed the perceptions of the other participants.

Finally I need to reflect on my role in this study. At the outset I had acknowledged that I was the manager as well as the person leading the research but I had not fully appreciated the potential challenges associated with having two roles and it was only much further into the study when we considered why limited changes around restraint use had occurred that the challenges and my taken-for-granted assumptions became more apparent.
It was at this only at this point that I explored the concept of role differentiation in more detail and became much more aware of the debate around the insider/ outsider and researcher / practitioner. Whilst up to this point I had clearly acknowledged that staff may have had potential difficulties in participating in the study as I was also their manager, I believed that I had taken sufficient steps to ensure that staff did not feel any pressure to participate. It became very clear to me however that I had not fully acknowledged the more far reaching issues of holding a dual role and being an insider researcher/ practitioner, these issues are now explored further.
7.7 Insider/outsider roles in action research
Having recognised that I had a dual role to play due to the fact that I was the manager of the homes whilst at the same time I was leading and facilitating this research into restrain use in the homes it was important that I describe my learning in more detail. 
Hammersley (1993) suggests that there are advantages and disadvantages to being and insider or an outsider researcher / practitioner depending on the circumstances and the research being carried out.
Whilst the literature identifies many advantages of being an insider there are equally many challenges that need to be acknowledged and managed.
Coghlan (2003) suggests that insider researchers are in an ideal position to undertake research as they have knowledge of how the organisation works both from a formal and informal perspective and they understand the internal politics which would not be as easy for an outsider researcher to grasp. Bonner and Tolhurst (2002) support these suggestions and argue that the previous relationships that insider researchers build up in an organization help to promote honest and open dialogue.  Conversely, Coghlan (2003) also acknowledges that the insider researcher also faces disadvantages and challenges. as due to their prior experiences they make assumptions about ‘reality’ in a given setting and find themselves in positions where by they face conflicts of loyalty, particularly  when broaching potentially difficult issues. It is the way in which these challenges are managed and addressed that shapes the overall impact on a given project.
Reed (1995) concurs and suggests the use of reflective techniques support insider researcher / practitioners and help to overcome any potential entanglement or role ambiguity. Throughout this study the core group and me had engaged in periods of reflection and did not think that my dual role had been a major factor in the limited change that we initially achieved. However, it remains the case that we had not really considered this issue at the outset and this again is a reflection of my own naivety. 

In reflecting upon my role further it became clear to me that I was acting uncritically as an insider researcher at the beginning of the study but as the study progressed I was forced me to examine my previously held assumptions around behaviours and communication. To structure this reflection I will use the three main phases of the study to demonstrate how these assumptions were increasingly challenged.
Phase one
 During the first phase of the study I was manifestly an insider researcher and being managerially responsible for the homes and a novice researcher I did not fully appreciate the implications of this at the time. In essence my assumptions and beliefs at this time naively led me to take for granted that because (in my mind at least) of the strong relationships I had built up over time with the staff that roles would be unproblematic and remain essentially unchanged. As I believed we had developed a level of trust and confidence over time and there was open and honest communication between the staff and myself it seemed to me to be ‘plain sailing’. In essence however it is clear that we had communicated to rather than with the staff and could appreciate now that this was not conducive to enabling staff to change their behaviours which would ultimately result in changing practices, in this case around the use of restraint.
It felt that because I was ‘an insider’ that I was in a position to appreciate how the organisation worked, and that we genuinely involved all of the staff as a matter of course. The idea that the ‘Core Group’ should largely shape the direction of the study, rather than more actively seeking the views of all staff, did not seem inconsistent with our desire to engage with staff on a basis of equality. However in retrospect it was clear that at this stage we were communicating our intent ‘to’ staff rather than shaping the direction of the study ‘with’ staff. This was reinforced by the use of a questionnaire around the use of restraint (the content of which had been decided entirely by myself in conjunction with the ‘Core Group’) rather than using more engaging techniques such as the case studies that we utilised later. Indeed, even the use of language, such as calling our small ‘inner circle’ the ‘Core Group’ implicitly indicated where the power lay.  

Phase two 
During phase two of the study this power imbalance, and my own role in inadvertently perpetuating it, continued largely unchanged.  It was the Core group who still determined what the ‘problems’ were and shaped the intervention, in the form of a training programme, to address it. We were taken aback when very little seemed to change as a result. I still assumed that having (in my view) involved all of the staff in the study and provided them with training around restraint that this would inevitably lead to a reduction in the use of restraint and that a change in their behaviours would automatically follow, especially as they had received education around what restraint and been introduced to techniques that could be used to reduce its use in practice. However, even six months later the situation remained much as before.
It was at this point that it became clearer to myself and the core group that a drastic change to how we involved the wider group of staff was required. We began to appreciate the influence of the wider ‘culture’ of the units and this challenged us to begin to re-think the nature of the relationships that we had with staff. Being directed to the literature both around change in care settings and leadership was central to this for me. It became clearer that we (lead by myself) had in reality been operating a rather top down (but still I would argue, well meaning) leadership style in which had become to expect ideas to ‘come from above’ rather than be generated by themselves. Fortuitously for me (and the project) at about this time my own role within the organisation changed and I was no longer managerially responsible for the units. This ‘de facto’ meant that whilst I still was well known to staff that I had a more ‘outsider’ role and this allowed me to ‘distance’ myself somewhat and take more of an overview. This was a key part of the ‘revolution’
Phase three 
Phase three of the study was very different in that, as noted above, not only had I changed jobs and was no longer managerially responsible for the homes but we also adopted a much more inclusive and participatory approach. The ‘Core Group’ took much more of a back seat role and rather than seeing me as the main source of future direction a new ‘group’ was constituted in which all grades of staff took a much larger role. At this point I become more of a ‘outsider researcher’ allowing others to more actively shape the direction of the project. Indeed, as described in earlier chapters it was often support workers who had a significant influence. We also included a much more participative approach to ‘evaluating’ the results which truly sought the views of staff. The ‘evidence’ from this phase of the study clearly indicated that this change in emphasis had enabled us (in this case meaning the whole staff team) to bring about real changes in behaviours around the use of restraint in practice and also suggested an emerging change in the ‘culture’ of the units.
The joint development of the 3D campaign was central to the success of this phase, as was the introduction of a clearly agreed definition of restraint and supporting organisational structures.  
 As I moved further away from the core group they, in conjunction with the rest of the staff, began to make ongoing decisions about how the restraint work would move forward in the future without my input. It was at this point that my transition to a more ‘outsider role’ became complete.
At the outset I would not have anticipated this happening, but due to a combination of the change in my organisational role and my growing awareness of the need for me to ‘let go of the reins’, the changes above evolved over time.  








Chapter eight: Did the study meet its objectives?
       
8.1 Introduction and overview of the study

This chapter of the thesis will begin with a review for of the overall purpose and aims of the study. This aim of this chapter is to consider the degree to which the research question and research aims were met, taking into account how they evolved over time. This will be guided using Waterman et al’s (2001) framework for evaluating Action Research that was outlined in the Methods chapter.

This study set out to explore and hopefully improve the use of restraint in care environments for older people with mental health problems on the Island of Guernsey, in the Channel Islands. This was initially led by myself and a ‘Core’ group of senior staff. We chose to use the Kemmis and Mc Taggart Action Research framework to provide a structure and focus for the study, and based the processes around the five steps as discussed in chapter three.

As previously indicated, the study arose out of my longstanding interest in the use of restraint which stemmed from my 32 years as a nurse, most of these being with older people who have mental health problems. In addition, prior to this I had completed a small-scale study on nurses’ views on restraint which suggested limited knowledge of the topic and indicated the need for further study in this area.
To support this a Core group was formed and after I completed a review of the literature on behalf of this group the following aims and objectives for the study were identified:
1. 	To examine nurses’ perceptions regarding the use of restraint in practice
2.	To examine managers’ perceptions regarding the use of restraint in    practice
3.	To explore how restraint was actually applied in practice and to compare these findings with the nurses’ current perceptions of their practice 
4.	To identify any needed changes and to introduce training and support in the 3 defined clinical areas
5.	To explore nurses’ perceptions and actual practice following the implementation of the training and support
6.	To determine if there are any changes in the clinical areas where interventions have taken place
7.     To repeat the data collection after a period of time to see if any changes had been sustained.

Having presented how the study and the thesis evolved over time it is now important to consider if the initial aims of the study were met, but also how they evolved over time.


In order to consider whether the aims of this study have been met, I will utilize the 20 components identified by Waterman et al (2001) as important in evaluating Action Research. The original intention of this thesis was to explore the use of restraint to determine whether a proactive approach to staff education would reduce the amount of restraint used by determining more effectively the rationale for its use in practice.

 As the study developed over time however, it became apparent that there needed to be a change in focus from looking at the use of restraint to a much broader focus on the management of change and organisational cultures in clinical settings, albeit using restraint as a focal point for this.  I would contend that this study has suggested that the use of restraint will never be entirely eliminated but that it should be considered as an intervention of last resort and only used under specific, clearly defined and understood, circumstances. 

I would also contend the study has reinforced the literature on change management in that it is only by fully involving staff, enriching the care environment, developing guidance and providing relevant training that it is possible to reduce the amount of restraint in use, and indeed to introduce and sustain changes in practice of any sort. This is not easy to achieve and requires time, commitment and a willingness to challenge and often to change the underlying culture. These go beyond the criteria identified by Waterman et al (2001) but nevertheless provide a very useful starting point.


8. 2 Have the aims of the study been met? 

In determining the ‘quality’ of an action research study Waterman et al (2001) presented a series of 20 questions that can be applied in order to come to an informed judgment. These are considered below in respect of the present study. However these will not be applied in an uncritical way and where it seems appropriate questions will be raised about the appropriateness of various criteria for all forms of AR.  

Question One. 
Is there a clear statement of the aims and objectives of each stage of the research? 




Was the action research relevant to practitioners and/or users? 





Were the phases of the project clearly outlined? 

This study utilized the Kemmis and McTaggart framework for implementing action research and the final thesis has very clearly identified the main phases of the study in chapters two to nine where an account is given of the journey from its inception to the time of completion. The phases included the following:
Stage 1. Identification of the problem
Stage 2. Problem concepts investigated and the related literature consulted
Stage 3. Plan of action to address the problem designed
Stage 4. Implementation of the action plan and monitoring
Stage 5. Reflection stage, changes and modifications to the solution continue to.









Were the participants and stakeholders clearly described and justified? 


At the outset of this study the key stakeholders were primarily the ‘Core group’ that comprised mainly home managers, the modern matron, the link lecturer and myself. In retrospect initial efforts to engage staff could be viewed as being minimalist, and they might best be viewed as respondents at this stage.  Later efforts were made to ensure they became more involved and played a much more participatory role. This was clearly described in chapters six, seven, eight and nine where actions plans were developed and implemented collaboratively with the staff. 

The staff reflections in chapter nine confirm how they felt involved and empowered to begin to change their practice around the use of restraint. On reflection, it would have better to involve them at an earlier opportunity but, at the time, I focused on gaining initial cooperation from the core group as I felt they were the people who could most influence the study; without their ‘buy in’, it would have been more difficult to help staff make changes in their practice. In conclusion the thesis has demonstrated and justified who the participants and stakeholders were. However this criterion could be expanded when applied to more participative models of AR in that not only should stakeholders be identified and justified but also fully engaged. 

Question Five
Was consideration given to the local context while implementing change? 

Chapter one presented the local context for the study including the fact that it was undertaken in an island setting outside of the UK, which provides practitioners with a set of unique challenges. On a narrower front the units in which the study was undertaken can best be understood as equating with care homes in the UK and therefore much of the literature that informed the study, especially relating to change initiatives drew on work emanating from a care home context.  With regard to the specific units in retrospect perhaps greater attention could initially have been given to potential differences in culture and leadership across the three homes as one of the units (3) had a more top down and conservative approach than did the other two, at least at the start of the study.    

Question Six
Was the relationship between researchers and participants adequately considered? 

I acknowledged from the outset of the study that I was the manager of the homes where the study was taking place and as such this would be the role in which staff viewed me. Chapter three considered the potential difficulties in being a manager-researcher and described the approaches that were taken to try and overcome these. However, if a more participative approach is adopted then the relevance of this criterion can be questioned. It assumes, as a fact, that the role of ‘researchers’ and ‘participants’ are (and by implication, should be) separate. Whilst this may be true of many studies, in others these roles are likely to be blurred. This should be borne in mind and criteria not simply applied in a blanket fashion but adopted and adapted according to purpose.    

Question Seven 
Was the project managed appropriately? 

To help me manage this study I utilized the Kemis and Mctaggart framework for Action Research. I believe this helped me to keep the study on track. More importantly, it helped to divide the study up in to achievable sections. The framework provided a logical path to follow.  However, as noted above this tends to provide an overly neat description of what is often a far more messy process.





Were ethical issues encountered and how were they dealt with?
 








Was the study adequately funded/supported? 


This study was undertaken for the award of a PhD. I was fortunate enough to be funded through a local bursary set up to support local people who wish to undertake further studies which will benefit the Island.  This funding provided support for my registration fees and supervision visits. However, whilst funding is very important other vital forms of support have been appropriately recognized in the acknowledgements section at the start of the thesis.  In conclusion, this study received appropriate funding and I received adequate support and excellent research supervision.

Question Ten
Was the length and timetable of the project realistic? 


The empirical work for the project was conducted over four years of part time study, which I believe was realistic and timely. The timetable was kept to in the main with small adjustments being made at various points due to circumstances at the time. I made good use of the supervision sessions and divided up the work I would do on an annual basis so it would not seem like too big a task when viewed together.





Was data collected in a way that addressed the research issue?
 

Chapter three has confirmed the methods used to collect the data including the ethical considerations around these. Whilst the methods utilized gained the required level of information, I have highlighted in my personal reflections in chapter nine that I would probably place more emphasis on one to one interviews if I were undertaking similar studies in the future. I believe this could have allowed me to explore some of the issues in more detail. In addition the use of story-telling, in this case in the form of case studies, as a means of helping staff to ‘narrate’ (Ronch 2004) and thereby share their experiences, emerged as a very powerful tool. Over the last few years researchers such as Dewar (2013) have highlighted the role of various forms ‘storying’ as an invaluable way of more fully engaging a wide range of stakeholders in change initiatives. My brief experience here would certainly lend support to this suggestion.    

Question Twelve
Were steps taken to promote the rigour of the findings? 






Were data analyses sufficiently rigorous? 


Throughout the presentation of the findings in chapter four, five, eight and nine a thematic approach was used in the analysis of the data. I utilized an adaptation of the method as suggested by Colaizzi (1978). Key themes were initially identified from the questionnaire and focus group topic guides, sub-themes were then developed from the data that were collected. This was then supported with direct quotations from the respondents.








Was the study design flexible and responsive? 






Are there clear statements of the findings? 






Do the researchers link the data that are presented to their own commentary and interpretation? 






Is the connection with an existing body of knowledge made clear? 







Is there discussion of the extent to which aims and objectives were achieved at each stage? 





Are the findings of the study transferable? 






Have the authors articulated the criteria upon which their own work is to be read / judged? 

I have described how I applied the AVS criteria to this study and also, in this chapter, applied and, where I felt appropriate, critiqued the framework suggested by Waterman et al (2001). I believe this to be sufficiently clear for the reader to form their own judgments.












Chapter Nine:  Wider implications of the study.
The following chapter will present a summary of the key implications arising from the study, focusing initially on restraint practice before considering wider issues concerned with changing practice within care homes and similar settings. In doing so a number of areas will consider where this study has added to the body of knowledge including: 

●What was learnt about restraint practice as a result of the study? 

●What are the implications of the study for the care sector more generally, especially with respect to promoting better care for people with dementia and introducing wider changes to practice?

●How can the results potentially inform wider policy, practice and education?

Attention will firstly be turned to what was learnt about restraint practice as a result of the study before turning attention  to the implications of the results are for the care sector more generally.

9.1 What has been learnt about restraint practice as a result of the study and therefore been added to the body of knowledge?

In order to identify any additional knowledge about restraint practice gained from the study the six themes highlighted earlier from the literature review will be used to structure the key points that have emerged. On the basis of these recommendations are offered for those whose roles encompass policy, practice and education with regard to restraint. 
As previously highlighted the six themes emerging from the literature were;
1. Definitions of restraint
2. Practices and devices that constitute restraint use
3. When and why restraint is used
4. Nurses’ views on restraint use
5. How the use of restraint can be reduced in practice
6. Alternative approaches to manage risks that may subsequently reduce the use of restraint 
What the study can be considered to add to these areas will now be explored more fully.
1. Definitions of restraint
The literature around restraint provided a broad range of definitions, some of which limited restraint to mechanical and / or chemical means, while others adopted a much more inclusive approach, adding to definitions of restraint subtle means such as the removal of aids to mobility, for example, walking frames. More recent definitions also bring in questions concerning intent or motive, suggesting that in certain circumstances restraint can be justified, if it is deemed to be in the best interest of the patient. Most authors are of the opinion that greater clarity is highly desirable but this still seems elusive and a widely agreed consensus as to what constitutes restraint did not emerge from the literature. 
This study reinforced the findings in the literature in that at the outset there was a great deal of uncertainty about how staff viewed and defined restraint. This led to uncertainty in how it was used in practice. However, following the introduction of an agreed definition and policy on restraint a far more common understanding emerged in which restraint was agreed as:   'the intentional restriction of individual’s choice to do something they wished to do'. This definition was reinforced in the 3D campaign and it was reassuring to see that after the study it was now consistently used by staff.  This was essential in helping staff better understand restraint use in practice. This reinforces the need for a shared and accepted definition. If this cannot be agreed universally then it is still important to do this locally.

2. Practices and devices that constitute restraint use
It is clear from the literature that the definition of restraint adopted by organisations, if indeed they have one, will impact on the types of practices that are seen to constitute restraint and this has obvious implications for questions concerning restraint reduction. It is also apparent that if staff are to act appropriately there needs to be a greater clarity as to what actions are deemed appropriate and acceptable, and in what circumstances. In the absence of nationally agreed definitions and guidelines organizations should provide some guidance for staff on the local stance in relation to contentious issue such as restraint use. 
It is important to note that any guidelines on the use of certain equipment must be judged with the needs of particular patients in mind, and that judgements need to be made about what constitute restraint. For example in this study, due to high levels of frailty amongst many patients, the use of supportive chairs to enable them to remain out of bed was seen as  preferable to confining patients to their beds.  Therefore, as in the literature the question of what actually constitutes restraint is far from clear cut and, at the very least, needs to be discussed and agreed in a local context, ideally within a broad but flexible set of national guidance.
Reinforcing the point made above with regard to definitions a key point to emerge around practices and devices relating to restraint are the need for a policy around its use. This was central of our 3D campaign, in which we developed a set of policy guidelines that specified the types of ‘restraint’ that might be used as a last option following a thorough assessment of the patient’s needs and associated risks. Most importantly however the 3D campaign provided staff with a clear and easy to understand set of principles relating to alternative approaches to use before restraint is considered. The creation of an ‘expert’ panel to discuss ‘difficult’ cases, although this was not used during the life of the study, provided both a safety net and a source of reassurance for staff.

3. When and why restraint is used?
The literature identified that the overriding rationale for staff using restraint largely related to concerns for patient safety, but other more complex reasons also emerged concerning custom and practice. Questions as to when restraint is used were exacerbated by the lack of clarity about what restraint actually is.
In an attempt to provide some clarity on why restraint is used and under what circumstances it is acceptable, the Royal College of Nursing (RCN 2008) issued a report on restraint use, ‘Let’s talk about restraint’, which suggested that, in most cases, its use could be avoided by positive changes to the provision of care and support for the older person. However, they also concluded that restraint can be justified in certain circumstances, for example if the person is displaying behaviour that is putting themselves or others at risk of harm, or they require lifesaving treatment via a legal order. 
Consistent with the literature the overriding reason staff used restraint locally was to protect either the patients or others from any harm. In the earlier stages of the study staff also stated that they were not aware of any alternatives that they could use. The findings also highlighted that most staff believed that restraint use could never to totally eliminated. In these circumstances, as noted above, we wanted both to reduce uncertainty about restraint and to provide greater clarity about when its use might be appropriate. The above RCN report was fundamental to the development of our 3D campaign and as the findings showed this provided the clarity and consensus that had previously been missing. The case studies illustrated the positive effects and changes in both practice and attitude that emerged. 

4. Nurses’ views on restraint use
The literature had indicated that it was difficult to gain nurses’ real views on restraint due both to the uncertainty surrounding its use and the ambivalent attitudes of staff. Again this was echoed in this study. One of the main issues, and key learning points, to emerge from this study was that staff appeared to experience overriding feelings of guilt when they had to use restraint. Unfortunately there was insufficient time to explore how to address this in more detail within this study. However, this is clearly an area where more work is needed if we are to better understand the complex emotions involved and how to help staff deal with them. This has been highlighted as a potential area for future research.

5. How can the use of restraint can be reduced in practice?
This is probably one of the questions of greatest importance. Much of the literature indicated that whatever approach is taken to reduce restraint use must include an educational element. This study demonstrated that whilst the educational programme that was delivered as part of the 3D campaign undoubtedly enhanced staffs’ level of understanding around restraint use locally, it was not sufficient to reduce the use of restraint in practice if used in isolation. This was a key message, consistent with much of the literature on change, to emerge from the study. All too often education and training are seen as a panacea to cure all ills. But as the study clearly demonstrated this needs to be embedded in a wider and on-going programme of organisational change that considers and seeks to address often implicit ‘ways of doing’ things that constitute the largely hidden ‘culture’ of an organisation. The study suggests that we had made some inroads into starting to address this but that there was still a long way to go. This is something that will be considered more fully later. 


6. Alternative approaches to manage risks and subsequently reduce the use of restraint 
Implicit in supporting staff to reduce the use of restraint is the whole concept of risk and how it is defined and managed, especially for those with cognitive frailty.
The literature previously referred to indicated that alternative approaches to reducing restraint require attention to the issue of risk and how this is managed in organisations. It also suggests that managing risk is difficult to achieve as ‘suitable’ alternatives are not necessarily easy to identify and that changing attitudes and behaviour towards things such as risk is extremely challenging to implement and sustain, requiring the investment of a great deal of time and energy. 
Why nurses choose to use restraint, or not, involve some form of risk assessment (even if this is only implicit) and ultimately a degree of risk can never be eliminated. This was clearly an area that needed to be considered in this study.
Consistent with the position of the RCN (2008) the study suggests that it is not possible to totally eradicate the use of restraint and that in certain clearly defined circumstances its use can be beneficial. However, without doubt, restraint use provides practitioners with many challenges and potential dilemmas and stirs a range of emotions amongst those who have to make judgments as to when and in what circumstances its use is appropriate. 
Using the 3 D campaign developed in this study identifies the alternative approaches that we took to reducing the use of restraint locally. There are many examples given by the staff in the evaluations and case studies presented by them where they demonstrate how their approach to managing risk had changed as a result of implementing the 3D campaign ultimately resulting in a better quality of life for the residents and greater satisfaction for the staff involved in making these changes in practice. This can only be achieved when organisations, together with staff, fully embrace and acknowledge the potential risks involved and have clear plans for how they will be managed to ensure existing cultures of care are changed.





Concluding the contribution to the body of knowledge around reducing the use of restraint 
Whilst there are some key lessons and reflections offered in this thesis, it is clear that each organisation must look at their own approach and adopted an approach that meets the local context. However the 3D campaign provides some important pointers as to how fully engaged staff can be creative in finding innovative and flexible local solutions. This study has shown that by increasing staffs’ knowledge on the use of restraint and empowering them to help develop solutions to the challenges posed makes it possible to improve practice and address complex practice issues. 
The findings from all four periods of data collection in the study illustrated that there will always be potentially differing views on the use of restraint, and that these will often vary depending on the context and circumstances existing at the time. However, it is possible and highly desirable to have a core understanding of restraint and its use, which is reflective of the wider organizational culture within which people operate.

Even with such an understanding in place the study suggests that staff need support in managing this challenging aspect of care, in particular the feelings and emotions associated with the use of restraint. This was not an area that was fully explored in this study due to time limitations but we did provide staff with additional support in the provision of clearer guidance and an agreed protocol for restraint use. The issue of providing greater support will be discussed in more detail later when future areas of research are considered.

As a minimum, I would argue that all organisations need to have a clear policy on the use of restraint, detailed definitions of restraint, agreement as to what does and does not constitute restraint and provide advice and alternative techniques for reducing its use in practice. It is also important that leaders and senior staff attend ongoing training themselves to demonstrate its importance and to help everyone to develop better systems to monitor compliance with changes in practice. Again this was a point we were conscious of in this study and ensured that all of the managers attended training sessions.
Finally returning to the research question,' determine to what level if at all we could reduce the use of restraint locally', this study has demonstrated that it is possible to reduce restraint by undertaking education and training, having clear procedures and actively involving staff in a plan to change practice ( in this study by using the 3 D campaign). However the time, effort and commitment involved should never be underestimated.
The following key recommendations emerging from this study are provided to help organisations in addressing the use of restraint:
Key recommendations●The use of restraint should always be an option of last resort and it should only be used when deemed in the best interests of the patient, rather than for the convenience of staff●All organisations should have policy guidance for the use of restraint, including an agreed definition. Wherever possible this should be research based, developed jointly with staff and supported with appropriate training and organisational support●Managers must provide adequate resources not only to develop the guidance but also to support staff in attending relevant training●The emotional impact of restraint use needs to be fully recognized and appropriate support structures put in place for all staff.● Managers should undertake regular audits around restraint use to ensure compliance with the local policy and guidance.
Table 9.1 Key recommendations about restraint practice.

9.2 What are the wider implications of the study for promoting better dementia care and introducing change to the care sector more generally?

Although I was not fully aware of it at the start of the study, the consideration of the literature undertaken at the point of transition between phases 3 and 4 of the study reinforced for me the importance of considering the wider ‘culture’ of both an organization and a particular unit when trying to implement change. Because I had been part of the ‘culture’ of the units in the study for such a long time, and given my position probably had a major role in shaping it, I perhaps did not consider this as fully as I might have done. However, the early data suggested that the homes had a definite, but largely implicit, culture around the use of restraint. This was demonstrated by how staff did not view certain practices as restraint and accepted them uncritically, such as patients being placed on their beds to rest in the afternoons, and subsequently remaining there until they were assisted up the next morning. The managers were unaware of this practice and staff did not see it as problematic.  

This would suggest that people working in the same area for a considerable time may be too close to see what is actually happening and sometimes need to ‘distance’ themselves and look more critically at what they do. 

As the study developed it became increasingly apparent to me that underlying and implicit cultures existed that were hidden to staff (and myself), who remained unaware of what they are doing. Despite having worked with the units for a long time this was something that I had not fully appreciated until undertaking this study. Indeed it might be argued that I had unwittingly become part of that culture myself.
Whilst this study focussed on restraint use this can is some ways be seen as an indication of the wider culture operating on the units, firstly in relation to care of people with dementia but also more widely into how such care and those who provide it are viewed. As was highlighted in the introductory chapter recent years have seen considerable advances in the way that care for people with dementia is viewed. Much of this can be traced back to the seminal work of Tom Kitwood (1997) on person-centred care which was later developed further by Dawn Brooker (2004) in her VIPS framework. 

Although at the start of the study we believed that we were providing high quality care to people with dementia, consistent with the principles of person-centred approaches, our application of restraint suggested that this was not the case. As the study unfolded, and especially after the 3D campaign, it was clear that our practices, not only in relation to restraint, but also more widely, were staring to change. This was best evidenced in the staff case studies presented in earlier were there was clear evidence of a more person-centred approach that improved the quality of care and lives of our patients. However, benefits were not confined to patients but staff also felt more empowered and gained greater satisfaction from their work. This is consistent with the relationship centred approach advocated by Nolan and colleagues (Nolan et al 2006). This is best captured in their ‘Senses’ framework which was described in some detail earlier. One of the key wider lessons to emerge from the study further reinforces the argument that if care for people with dementia is to improve then attention needs to be turned as to how to create an ‘enriched’ environment for all concerned. I would argue here that if wider culture and practice change is to be achieved then there needs to be a means of judging how ‘ready’ an environment is to support change and whether or not it needs to be further enriched before change is contemplated. Below I suggest a way in which this might be achieved.     
Nolan et al (2006) argued that the ‘senses’ are not intended to be a hierarchy, with one being more important than the other but they have always acknowledged that some may precede others in order of timing. For example, Brown et al (2006) suggest that when students nurses first go to a new ward placement that they need to experience a sense of security and belonging before then can really start to gain a sense of purpose and achievement.  More recently it has been suggested that if the senses are applied to a broader organizational context, as opposed to a particular unit, then they can usefully be considered as falling into two groups (Nolan et al 2009).  

The first comprises the senses of: security, belonging and continuity and Nolan (2009) suggests that these can be taken as broad indicators of the ‘climate’ within an organization. So, for example do staff feel ‘safe’ to raise any fears or concerns that they may have, and does the organisation provide support mechanisms to help them deal with difficult or demanding situations? Furthermore, does the environment within which they work promote feelings of belonging, teamwork and collegiality amongst its staff and are there mechanisms for promoting and celebrating these feelings? How does the organisation ensure continuity in the face of changing demands and staffing levels and between differing professions and sections of the organization? 

The second grouping comprises the senses of purpose, achievement and significance and Nolan (2009) suggests that these reflect those aspects of an organisation’s activities that it sees as important, those they reward and celebrate both implicitly and explicitly, and the values on which they base their practices. These define the direction of travel (or mission) that the organization has at its core.  

In applying such groupings to this study I think that we (the Core group and me) probably, at least at first, prioritised the second set of senses ahead of the first. In other words we focussed on what would define our sense of purpose, achievement and significance  (in this case, improving restraint practice) rather than considering whether or not the environment (or climate) on the units was supportive of, and would encourage, change. It was only later when we more fully involved staff that we shifted our focus and the vehicle for the change (i.e. restraint) became a metaphor for the wider changes that were happening to staff as a,  largely unintended, consequence of the study. This has helped me to better understand why we had less success in the first stages of the study than we did later on when we engaged staff more meaningfully. 





The Senses	Beginning of the study	End of the study
Security 	We did not determine whether staff felt secure enough to make or suggest changes around the use of restraint, or to take risks	The greater involvement of staff helped to ensure that they felt more secure. This was evident in the changes made around the use of restraint, with the use of policy and guidance now being available.  I believe that staff now felt secure enough to begin to take risks
Belonging 	Whilst it was clear that staff felt they belonged to the organisation they did not seem to feel that they belonged enough to suggest or make a valuable contribution nor were they empowered to a level where they could influence change	Staff participated in the development and implementation of the action plan and tools and now had an enhanced sense of belonging and subsequently began to ‘own’ the problems around the use of restraint.
Continuity 	Whilst at the outset of the study there was some continuity of care, routine practices were often accepted uncritically and implicitly, as in the case of the ‘afternoon nap’. Consistency in restraint practice was inhibited by the lack of an agreed definition 	Consistency was greater due to the existence of the restraint policy. As this was applied staff were able to see changes to the patient’s quality of life as a result of the reduction in the use of restraint. This encouraged innovation and a greater sense of security, which further facilitated more risk taking. 
Purpose 	Staff did not fully appreciate what restraint was or why they needed to change their practice around its use. Reducing its use was not a clearly defined goal for them	Following the education programme staff had an increased level of knowledge about what restraint was and was not and were able to see the need for, and purpose of, change. This was reinforced by perceived improvements to patients’ quality of care
Achievement 	At the start the aims of the study had been largely ‘imposed’ (albeit in a well-meaning sense) by the senior staff within the organisation and did not come from staff themselves.	Everyone saw the successes of the reduction in restraint use and felt they had contributed to this. In particular staff were very proud of the changes they had made and how these had impacted directly on the care of their patients and enhanced their quality of life.
Significance 	At the beginning of the study it was only the Core team that fully appreciated the importance of the study, restraint was largely seen as a ‘non’ issue by staff 	Everyone saw the importance of, and the need to, reduce the use of restraint and could appreciate how significant this work was. Importantly attention had begun to shift from restraint itself to wider considerations of change more generally. 
 
Table 9.2 The six senses: an analysis of their presence at the beginning and end of the study

Having applied the ‘senses’ as a means of helping me to better understand which aspects of the project had ‘worked’ or not, it seemed to me that this framework offered a relatively straightforward but potentially very useful way of both helping to plan and evaluate change more generally. Moreover, rather than confining it’s use to a research context it also potentially provides another way in which the senses can be applied by organisations, units or individual staff in order to help negotiate their way around the complexities of health care delivery.  

As a result of my learning from this study I would take this one step further and suggest that if people are considering making changes to practice then there are key questions that they can ask which can help them to think about the extent to which the environment in which they work is ready for, and supportive of, change. To do this I have developed a template based on the six senses that could be used before starting a change initiative. I have called this the ‘SARFC’ (Senses Assessing Readiness for Change).

 Before starting any change an exploration of the underlying culture/climate of the organisation can be undertaken by asking key questions around the extent to which the senses of security, belonging and continuity exist. This will help to identify if the organisation is ready to embrace change and if not then it can assist in identifying those areas that need to be developed in order to ensure that any change initiative has a reasonable chance of success. 

In addition it is also important to consider whether the proposed change is consistent with the organisation’s ‘direction of travel’ by asking key questions around what it defines as its purpose, achievement and what is seen as significant. This will help to ensure that everyone understands and supports the purpose and significance of the planned change. 

The template below uses the six senses to identify some key questions and suggested evidence that staff and managers may use to help them assess an organisation’s readiness for any intended change. Managers could use these key questions to help them undertake an initial audit which will give insights into the organisation’s readiness for change. It will also highlight any areas that need more detailed exploration and where efforts need to be made to maximise the change’s chance of success. 

Sense	Key questions to be considered	Evidence to reinforce the answers, ask a random number of staff 	Notes and comments
Security 	How confident are we that staff feel secure working in this organisation?Do we have mechanisms to support staff in raising and dealing with ‘difficult’ issues	What has our staff turnover been in the last 5 years?What are the levels of sickness absence?How satisfied are staff with their work environment and conditions?Are our systems for clinical supervision and mentorship effective?Do we have sufficient experienced staff available to act as good role-models and help problem solve?Do staff feel supported and able to challenge poor practice?Does the organisation have clear and explicit goals and boundaries?How do we encourage staff to innovate and make suggestions?Are staff encouraged to bring any incidences of poor practice to wider attention?	
Belonging	Do staff feel they belong in our organisation?Is there effective team working and feeling of being ‘in this together’?	Do we have a Core team of stable staff?Do staff have a clear sense of belonging to a team? How do we encourage and celebrate this?What strategies do we have for keeping staff?How do we keep staff informed e.g. team briefings, and how effective are they?	
Continuity 	How do we ensure continuity of practice in the organisation?How do we deal with any ‘incidents’ that suggest a lack of continuity? 	Are there clearly defined and agreed procedures for key areas of practice?How do we induct new staff (including temporary staff) into the organisation?How do we deal with any complaints / clinical incidents/ near misses in the organisation?What staff support systems are in place and how effective do staff feel they are?What system do we have for organising and monitoring direct care?	
Purpose	Are all staff aware of the purpose of the organisation and its aims and objectives?How are staff involved in setting and agreeing aims and objectives?	Do we involve staff in setting, agreeing and reviewing aims/objectives?What structures are in place to assist staff at all levels to take part?How do you communicate the organisations goals? Are the goals easily accessible and understood by all of the staff?Do we have clear therapeutic rationale for care?How effective is the leadership? How do we judge this?Do staff have regular appraisal or individual performance reviews?Are staff encouraged to review practice and suggest improvements?	
Achievement 	Do we celebrate every success and achievement both for individuals and the organisation as a whole?	How do we reward staff for their achievements?Do we have any recognition of effort e.g. reward schemes?How are responsibilities e.g. link nurse roles rewarded?	
Significance 	Do staff feel they really matter to us and how do they know this?	When did you last thank staff?How far do we go in investing in personal professional development?Do we really value staffs’ opinions?Do staff have adequate time and equipment to carry out their roles?	

Table 9.3 The SARFC Template


The suggested framework/template is indicative only and is open for others to build on and develop as suits their purpose. However, I believe that a template like this would have been very useful in helping us to reflect on what we could have done at the start of this project to both judge potential readiness for change and to engage staff more fully at outset. 

This issue is of far wider concern as recent high profile ‘scandals’ around the care received by older people clearly demonstrate ( DOH Francis 2013). Although it is a very long way from the situation existing in our unit to that described in recent reports of exceedingly poor care such as the Francis report (2013)  my experiences in the study caused me to reflect upon how relatively easy it would be for any organization to slip, unknowingly, into a similar, if less severe position. Every organization would benefit from taking a really long hard look at their taken-for-granted practices and reflecting on how these would be perceived if someone from outside the organization were to apply a critical gaze. The Francis report (2013) clearly indicated that a deep-rooted culture existed within the organization which had evolved over time. It was clear that the Managers were in total denial of, or at best were unaware, that a problem existed within the Trust. The culture appeared to be one where managers ignored early warning signs and allowed themselves to be drawn in to a false belief that everything was alright. If things are left this way then, as Francis showed, the situation can rapidly progress to one where people not only fail to accept responsibility and accountability for such practices but eventually implicitly accept them, ultimately perpetuating the culture of care that exists.  
The Francis report (2013) highlights a number of key warning signs that managers should observe closely, many of which are deep rooted in cultures, as early signs that difficulties may lie further ahead, if  they are not addressed.  During his interviews with staff, patients and carers, Francis, made many important points regarding the culture within the organization that need consideration, these include: 
	●Attitude of patients 
	●Attitude of staff to patients 




	●Disengagement from management 
	●Low staff morale 
	●Isolation  
	●Acceptance of poor behaviours 
	●Reliance on external assessments 
	●Denial
           ●Compete lack of leadership.

I do not believe that any of these factors could be said to exist in our organization and the fact that we (myself and managers) identified restraint use as a potential indicator of poor practice suggests that we were alerted to such issues before they got out of hand. Nevertheless, the fact that managers were unaware that many patients were effectively confined to bed for long periods between the afternoon and the next morning, was a ‘wake-up call’ for us all and made us look more closely at taken-for-granted practices. In my consideration of some of the recent literature about care environments for older people I was taken with the ideas underpinning the ‘Senses’ framework and the concept of creating an enriched environment of care, not only for older people but for all those involved in such settings (Nolan et al 2006). In thinking about this it struck me, as noted above, that the ‘senses’ could be used as a type of ‘barometer’ to gauge the extent to which an environment was ‘enriched’ or ‘impoverished’. This could both help staff to reflect on their own practice on a day-to-day basis and also provide a way of gauging the potential readiness or willingness of an environment to introduce change. It is hoped that the SARFC template outlined above provides a useful starting point for others wishing to reflect on changes to practice in their own settings. The following table  outlines some of the key recommendations emerging from this study which further reinforce key messages from the existing literature. 

Key recommendations for those considering introducing change 
•Change requires commitment, time, and leadership at all levels
	 All staff need to be engaged from the start and to feel supported and enabled to take risks without fear of censure
	 Any change must be well planned and managed in a proactive way
	Organisations should assess their readiness for change before embarking on any change, failure to do this may result in limited change and staff feeling demoralised as a result of any lack of progress 
	Change is not just about reaching a destination but should be seen as a journey for the whole team in which everyone learns and grows Wherever possible the team should reach a consensus as this will help the change move forward
	It is essential to be flexible and to change direction if you need to along the way.

Table 9.4 Key recommendations

The above, in many ways, only reflects what the change literature already suggests but I believe that the application of the ‘senses framework’ in a form such as the SARFC allows these principles to be articulated in a way that is more readily understood by staff and should enable them to be applied into practice more easily.  Of course whilst tools and approaches such as SARFC and the ‘senses framework’ may facilitate change they will in no way make it easy.

Expanding on this further in a major study of culture change within the NHS (albeit in acute care settings) Patterson et al (2011) suggest that organisational culture is seen as the key to health care quality and performance in the National Health Service (NHS). However they argue that current cultures are dominated by what they term a ‘perform or perish model’ and that if aspects of care other than turnover and throughput are to be prioritized then there is a need to move towards a more  ‘relational and responsive model’.
 
They describe the ‘perform or perish model’ as most closely reflecting the current culture within the NHS. The culture is dominated by an agenda that is seen to provide a quick fix to current problem or issues, is one where change is ‘top down’ with limited, if any, involvement of the people responsible for implementing the changes. It can be seen that this model gives little consideration to the senses framework, as described by Nolan et al (2006) et al, and that consequently it creates an ‘impoverished’ environment. The staff involved experience few, if any, of the ’senses’ and operate in a climate in which a short term agenda predominates.   

The ‘relational and responsive’ model on the other hand is quite the opposite and is focused on a longer-term agenda, and involves and actively considers staffs’ perceptions of the situation. This creates a more enriched environment in which change and challenge is encouraged and promoted and in which staff feel empowered and supported. 

I would contend that whilst we never had a ‘perform or perish’ culture, in the later phases of the present study we moved much closer to a ‘relational and responsive’ approach and that the greater success that we achieved is due in no small measure to that change.  There is no doubt in my mind that using the senses framework can only assist in achieving a culture in which change is more likely to be successful.   

But the role of leadership in facilitating change must be fully acknowledged. To return to the lessons from the Francis report (2013)  it was shown how the Chief Nurse in the Trust involved was too far removed from the reality of the situation, was unapproachable in her manner, and as a result staff were too frightened to talk to her. This demonstrates a real lack of clinical leadership and accountability for practice. This was not only has been seen in this enquiry but other enquires such as the Winterbourne View Inquiry Report (2011). 

Nolan et al’s (2006) work on the senses supports this and affirms that local culture change is often dependent on strong leadership, and that an effective leader needs to ‘Lead by example’. It is clear from the Francis report (2013) that the Chief Nurse at Stafford did not practice clinically herself, and as a result, could not fully comprehend the real difficulties that staff faced or help them solve the problems. The following quotation from the Francis report (2013) (Volume one) captures this well:

 ‘My personal professional view, that she did not provide good clinical leadership for the nurses in the organisation. She had a closed door approach and her introductory statement to us at our first meeting was that we hadn’t got to go to her with any problems; that she wasn’t there to solve our problems; we could solve our own problems. If we went to her with a solution, then she felt her job, her remit was to find the resources to help us to solve our own problems' (page 161).

Linking this to my study I believe that whilst I was a visible manager, who also still practiced, it was not until we fully engaged staff that things really began to change. 

Another important point that emerged from the study was the need to consider the systems and processes in place to monitor care on an on-going basis. This was brought home to me by the practice of putting patients to lie on their beds after lunch and then leaving them there until the following morning. 

This has made me question if formal processes, such as those undertaken by the Care Quality Commission should be relied on in their entirety. Rather, managers should also monitor their informal cultures and practices as these can develop and become embedded very quickly.
To augment existing formal systems of inspection I would suggest that other informal systems such as peer validation should be encouraged. This would help to identify any informal cultures quickly and prevent them becoming deeply embedded, but largely implicit, in the organization. Any such system would need to be set up so that all parties felt safe and that its goals were not seen as punitive. The adoption of the SARFC principles outlined above would assist in this. Indeed better still might be a system were all staff routinely monitored their own care in a self-reflective manner. 
 
The following is a summary of the key recommendations for the care sector more generally arising from the study.

Key recommendations
● Change has more chance of success if it is led by the clinical team, and staff are involved in making this happen
● Assessing the readiness for change in an organization is essential, this thesis suggests using the senses framework and the SARFC check list that has been developed as a tool to help organizations judge their  level of readiness for change, and identify things they may need to address before embarking on the change journey
● Establish effective mechanisms to monitor clinical care that is delivered and have a high profile of senior clinicians/ leaders who are in a position to effect changes that are necessary.
●Develop systems of supportive and self-reflective mechanisms, which encourage staff to review care on an on-going basis 

Table 9.5 key recommendations
Having looked at the key recommendations from the study at a more general level for the care sector I will now consider what the implications of the study are for wider policy, practice and education.

9.3 What does the study mean for wider policy, practice and education?

 It is very difficult to consider policy, practice and education in isolation. This thesis has previously demonstrated that education on its own will not ensure that desired changes in practice are implemented, nor will having a written policy for an area of practice necessarily ensure change occurs. However, this study suggested that when change is supported by appropriate policy, education and practices, which are clearly identified, developed and owned by staff, there is more chance that changes will be implemented effectively.
 
Some of the discussion above has moved away from the original focus of the study (restraint), to consider the much wider issue of how change in care environments for older people is in no small measure dependent upon the wider culture that is in operation. Previously I have drawn on the work of Patterson et al (2011) who, following a major national study of culture in acute care suggested a continuum ranging from a ‘perform or perish’ culture at one end to a ‘relational and responsive’ one at the other. They argued that currently the NHS is dominated by a ‘perform or perish’ culture based on meeting targets and short-term goals. In illustrating how such a culture is sustained they drew upon the ideas of ‘Pace and Complexity’ initially used by Williams (Williams 2001, Williams et al 2009) to explain variations in the quality of discharge planning for older people. The study concluded that the success of the discharge depended on a number of complex factors but could primarily be understood by whether the discharge focused primarily on speed (Williams 2001 termed this ‘pace’) or recognised the complexity of the issues involved. When ‘pace’ was the main goal patients were processed quickly, with little attention paid to anything beyond the immediate need to expedite the discharge. However, if complexity was acknowledged then patients were treated more as people and their wider needs attended to. The actions of nurses were critical to this balance and when complexity was recognised nurses used a range of tactics to ensure that patients’ wider needs were met. Williams (2001) described these tactics using terms such as: connecting, alerting, conveying and interpreting, all forms of ‘brokering’

In a later analysis of the situation Williams et al (2009) likened the above processes to forms of ‘relational practice’. Drawing on the work of Parker (2008), who defined relational practices as those activities necessary to develop and sustain interpersonal relationships based on an understanding of individuals’ circumstances and their contexts, Williams and colleagues argued that such relational practices have wider implications for improving care for older people more generally. The work of Patterson et al (2011) reinforced such a conclusion. Moreover, while ‘relational’ practice most often occurs between individuals, Parker (2008) also argues that attention must also be turned to a wider set of considerations operating at the organisational level. She sums this up as follows:
‘Relational work in care giving organisations thus depends, not only on the skills of individual practitioners and care workers, but also on the extent to which the workgroup and the organisation are structured and operated in ways that are supportive of relational work behaviours’ (Parker 2008 p.206).
Our experience in this study would support such an argument and in applying these ideas further I would suggest that if current concerns about care for older people (and all vulnerable groups) are to be addressed then relational practices, such as the ‘Caring Conversations’ proposed by Dewar and Nolan (2013) need to be not only acknowledged but actively promoted. This has a number of implications for wider policy, practice and education that I will now briefly consider.
Before this however attention is turned to the key strengths and limitations of the study. 


 Strengths and limitations of the study
The strengths and limitations of the study fall into three key areas which concern: levels of engagement, the use of action research and a consideration of the methods employed to collect the data.
Many of the strengths and limitations of the study have been highlighted throughout the thesis in the reflective sections presented, especially the initial failure to engage fully with the wider staff group. Despite this I believe that a major strength of the study was the (admittedly rather belated) flexible and responsive approach that was possible as a result of using Action Research. 
This was evidenced by the dramatic changes that occurred throughout the study and the change of direction and actions taken to genuinely engage with the wider staff group. This resulted in the joint development of the 3D campaign which ultimately resulted in several changes in practices around the culture and use of restraint in our organisation which has to be the overriding strength of this study. This would not have been possible if a more traditional research approach, whether qualitative or quantitative, had been adopted. However, as discussed at some length AR is not without its challenges.

An important limitation of the study from my perspective was that it was not possible to directly involve the patients and there was limited involvement of the relatives. To an extent the former was inevitable. The majority of patients were at the end stages of their journey through dementia and I do not believe that it would have been appropriate to seek to actively engage them. Whilst we did conduct a focus group with relatives, attendance was low. However the insights they provided still proved valuable. 
 With regards to the methods and approaches used that were developed to collect the ‘data’ it is important to acknowledge that the use of questionnaires, whilst useful in allowing us to establish some initial understanding of the situation was too restrictive and is unlikely to have tapped fully into staff views and opinions. It would have been better to combine questionnaires with more open techniques such as interviews and the collection of staff ‘stories’. Indeed the later inclusion of case studies clearly indicated the benefits of this. 
Ultimately it needs to be acknowledged that the study was small scale and involved a somewhat ‘atypical’ setting’. It is therefore important not to draw inferences and claims that are exaggerated. Nevertheless I believe that a range of important insights have been gained at a number of levels, the implications of which are briefly considered below. 

Policy
Policies are a set of guiding principles that lay the foundations for the development of practice. Polices are usually cascaded using a ’top down' approach and are often driven by financial targets set by Government. However the existence of policy does not mean these ideas translate to practice and questions need to be raised as to whether the current ‘target’ driven approach is in the interests of good practice (Patterson et al 2001).

I would argue that if the fundamental changes that are required are to be achieved then policy needs to give far greater attention to concepts such as ‘relational practice’. Consequently organisations should not only be rewarded at a policy level for meeting financial targets but also rewarded for the development of outcomes of care based on forms of relational practice. This thesis has demonstrated that it is possible to reduce the use of restraint; such examples of relational practice could be used as an outcome measurement along with other aspects of care. This thesis has also demonstrated that whist extremely worthwhile and satisfying for staff, this is not easy and takes time and active involvement of staff, which will require a lot of support and commitment from managers and staff to achieve. 
There is a need for more work on understanding the various types and forms of relational practice and how these can be incorporated explicitly into future policy statements. This will require people to think about policy in a different way with far more emphasis given to the ‘softer’ elements of care rather than those that are easily measurable. This thinking should feed into debates about skill mix and the types of competencies that practitioners require. This will have implications for practice and education that are considered below. 

Practice
Recognising and valuing 'relational practice' as a key skill is essential if practices are to change. Williams et al (2009) suggested that if relational practice is to become the norm then a shift in focus is required and skills such as ‘brokering’ must be valued and supported. Such a skill set is based on interactions and relationships such as those described by Dewar and Nolan (2013). However, not only do practitioners need the skills required but the culture in which they work must provide the conditions necessary to create an ‘enriched environment’ (Nolan et al 2006), leading to a ‘relational and responsive culture’ (Patterson et al 2011). The SARFC framework arising from this study provides one example of how such principles might be applied in practice. 





There is no doubt that the development of relational practice must be underpinned by relevant education and training. If we truly want to see improvements in practice, then significant changes need to be made to the way education is delivered to ensure that relational practice is acknowledged and taught as a key skill for practitioners at all levels.
 
This will require a shift in focus away from an emphasis on formal knowledge and facts, and clinical skills such as cannulation, to one that does not ignore these vital elements but balances them with a greater emphasis on interpersonal skills and communication. These key skills need to be introduced and reinforced at all educational levels commencing at pre- registration. Moreover as students learn the majority of their skills and consolidate their attitudes in the clinical area (Brown et al 2006) support will also need to be provided for qualified practitioners so that they too feel confident in the knowledge and skills that they have. Once again the organisational culture needs to be supportive of such changes.  This will enable relational practice to become the norm and embedded as a key component of good practice. 




9.4 Potential areas for future research.
As a result of undertaking this thesis I have identified two main areas for further research. The first is the need to explore more fully emotional aspects of care associated with the use of restraint to identify what additional support could be given to practitioners to reduce the levels of distress they feel when using restraint when deemed as last resort. The second focuses on the development and implementation of the SARFC tool that has been developed within this study, which managers could use to assess their organisations readiness for change. 

This thesis has previously alluded to the fact that it could not explore fully the emotional impacts on staff when using restraint and I suggest this as the first area for further research. This subject in itself warrants further exploration, as despite all of the efforts in this study to support staff with policy and guidance, many still felt guilty or expressed a range of other emotions when using restraint. We concluded from this, however, that we could never remove these feelings totally and would need to try to support staff in differing ways. It is in this area that I would propose more research is carried out to determine how staff distress can be reduced in those circumstances when they have to use restraint (or other potentially emotive practices) as a last resort.




9.5 Disseminating and sharing the learning
Having identified potential areas for further research it is important to illustrate how I have tried to share the learning and the practices we developed as a result of the study. To date I have undertaken three presentations.

The first was a presentation to lecturers and fellow PhD students at the University of Sheffield University. This was important for me as a remote location student as there was very little opportunity to discuss research issues locally with colleagues. The audience I presented the study to appeared to be really interested in the approaches I was taking, as many of them were using more traditional approaches to their studies and saw this as a valuable area of practice to examine. The presentation given can be seen in (appendix sixteen).

The second presentation I have given was at a University in Abu Dhabi. This was to a group of 40 student nurses, who were in their final year of their nurse training. I was approached by the Dean of the Faculty of Health, who I knew previously. Their programme was franchised through an Australian university but delivered in Abu Dhabi. The discussions we had were extremely interesting especially when I considered the forms of restraint used in practice. They informed me that they did not use any form of chemical restraint and relied very heavily on physical restraint and saw no problem in tying people’s arms to the side of their beds to contain them. They appeared to have no concerns over this practice and said they would rather do this than rely on using chemicals to control peoples’ behaviour. Whilst concerning to me, this really highlighted that different countries have different legal systems, cultures and very different approaches to the use of restraint. Again a copy of the presentation is presented in (appendix seventeen).

The final presentation was undertaken by myself, the modern matron and a senior staff nurse involved in the study. This was part of an annual Tri Island nursing conference between Jersey, the Isle of Man and Guernsey. Approximately 100 nurses from a range of backgrounds were present. As previously indicated it was really important to me that others received recognition for their contributions and were involved in some of the presentations. With this in mind I actively encouraged others to co-present the session with me. 

The senior staff nurse had never presented at a conference before and whilst very nervous did an excellent job of presenting his role in the study and developments in practice from a clinical practitioner’s point of view. He shared the tools that we had developed throughout the study and highlighted the benefits and changes he had seen in practice as a result of this study.

The modern matron presented the study from her perspective highlighting the changes she had seen. For me this was a really important part of the study as I wanted the staff to be acknowledged for their contributions. We drew attention to the importance of involving staff and supporting them so they feel safe when making changes in practice. 

The presentation was well received and many of the audience were very interested in the poster that had been developed by the staff.

9.6 My future intentions

I plan to continue to share our learning with others and hope to submit an article, together with my supervisors, around two broad areas. The first will be to reflect how change was managed, including the development of the SARFC tool. The second will look at restraint reduction initiatives. 




Whilst I believe that the aims of the original study have been largely met, wider learning has also taken place. The study has reinforced the importance of creating an enriched environment for all involved if meaningful and lasting change is to be achieved. Whilst as yet only a suggestion it is hoped that the SARFC approach will enable others to begin on an on-going journey of change leading to better care and work environments for all concerned.    























Thank you for taking time to complete this Questionnaire.  Please circle your answers and add any comments you wish to include in the comments box.  When completed please return to the box provided in the office.


Question 1	Where do you currently work?	
	Casquets	Hanois	Fougere
Question 2	What band is your job?
	2	3	4	5	6	7	8
Question 3	How long have you been caring for people with dementia?
	0 - 1 year	2 – 5 years	5 – 10 years	10 years +
Question 4	Is there a policy for the use of restraint in the home you work in?
	Yes	No
Question 5	Which of the following would you define as a form of restraint? (Please circle as many as you wish)
	Use of straps / belts	Yes	No 	Don’t know
	Locks on doors	Yes	No	Don’t know
Q 5 continued	Use of medication	Yes 	No	Don’t know
	Cot / safety sides	Yes	No	Don’t know 
	Locking rooms off	Yes	No	Don’t know
	Restraint chairs	Yes	No	Don’t know
	Bed tables	Yes	No	Don’t know
	Taking away peoples walking aides	Yes	No	Don’t know
	Telling people to sit down	Yes	No	Don’t know
	Others – please specify
Question 6	What do think people use restraint for? (Please circle as many as you wish)
	To prevent people harming themselves	Yes	No	Don’t know
	To prevent people harming others	Yes	No	Don’t know
	To prevent people leaving the area	Yes	No	Don’t know
	Lack of staff	Yes	No	Don’t know
	People don’t want to end up in court	Yes	No	Don’t know
	People don’t know what else to do	Yes	No	Don’t know
Q 6 continued	Custom and practice	Yes	No	Don’t know
	People are aggressive	Yes	No	Don’t know
	To stop people falling	Yes	No	Don’t know
	Other reasons – please specify	 	 	 
Question 7	How does it make you feel when you use restraint?
Question 8	If / when you have to use restraint do you feel guilty?
	Yes	No
Question 9	What other feelings do you experience when you have to use restraint?
Question 10	Do you feel the use of restraint is always justified?
	Yes	No
Question 11	Do you think the use of restraint can ever be totally eliminated from health care?
	Yes	No
Question 12	What do you like most about using restraint?
Question 13	What do you least like about using restraint?














	Person in charge of the home	
	Relatives / carers	
	The team	
Question 16	Are relatives / carers involved in deciding whether restraint should be used?
	Yes	No	Not always	Don’t know
Question 17	Is the person themselves consulted in deciding whether restraint should be used?
	Yes	No	Not always	Don’t know
Question 18	What training have you received in the use of restraint?
	None	Some in the past 12 months	Some in the past 2 years	Some in the past 3 years or more

 
















	Other – please specify
Question 21	With residents with whom you use restraint is there a written care plan?
	Yes	No	Don’t know
Question 22	If you use restraint in your practice where and what do you write down?Please feel free to add any further comments

Thank you for taking the time to complete this Questionnaire





USE OF RESTRAINT WITH OLDER PEOPLE WHO HAVE MENTAL HEALTH PROBLEMS

Please find enclosed a Questionnaire regarding the use of restraint with elderly mentally ill people.  I am currently undertaking some research surrounding this area of practice and would be really grateful if you would complete the Questionnaire by circling your answers and adding any comments you wish to include.  When you have completed the Questionnaire please return it to the sealed box provided in the office.

The information you provide will go toward widening our knowledge of how and why restraint is used in order that we can understand this aspect of care in greater depth and ensure that we provide the best care we can for our residents.

All replies will be treated confidentially and will only be seen by me as the researcher.  At no point will it be possible to identify any individuals .  At any point of the project you may withdraw . On completion of the research I will provide feedback to all areas on the key findings and recommendations.








Senior Manager Mental Health Services 


Appendix four letter sent out for the focus groups
Dear Colleague

FOCUS GROUP – USE OF RESTRAINT WITH  OLDER  PEOPLE WHO HAVE MENTAL HEALTH PROBLEMS

Thank you for agreeing to take part in the Focus Group to examine in more detail the issue of the use of restraint with older people who have mental health problems. 

Each Focus Group will last for up to 1 hour with specific areas surrounding the use of restraint being examined with you in relation to your experience of the residents care within the home.

The Focus Group will be tape recorded for the use of the researcher in analysing the data but at no point will you or the home be able to be identified within the research.   All tapes will be destroyed on conclusion of the study. 














I (enter name) ______________________________ agree to participate in the Focus Group as detailed above.  I understand the information gathered will be used for research purposes and my anonymity will remain.
























I (enter name) ______________________________ agree to participate in the Focus Group as detailed above.  I understand the information gathered will be used for research purposes and my anonymity will remain.


















Appendix six interview schedule for the focus groups

Home:
Grades of staff taking part in the focus Group:


Question 1	Is there a policy for the use of restraint in the home you work in?
	Yes	No
Question 2	How many residents are you currently using restraint on?











Question 4	Are these all documented in the notes/record and where would this be found?
Question 5	Who made the decision about the type and frequency of the restraint used?
Question 6	Were relatives involved in this process and are they fully informed of the care being given?
		

Question 7 	Was the person involved in any way?
	Yes	No
Question 8	How do you resolve any conflict you may have with different views about whether restraint should be used or not?
Question 9	How do you evaluate the effectiveness of the restraint used within the home?






Appendix seven letter sent to relatives to invite to attend the focus group
Dear 

FOCUS GROUP – USE OF RESTRAINT WITH  OLDER  PEOPLE WHO HAVE MENTAL HEALTH PROBLEMS

Thank you for agreeing to take part in the Focus Group to examine in more detail the issue of the use of restraint with older people who have mental health problems, from a relative and residents perspective.
The Focus Group will last for up to 1 hour with specific areas surrounding the use of restraint being examined with you in relation to your experience within the home. I know your time is very precious so the group will be kept to one hour.

The Focus Group will be tape recorded for the use of the researcher in analysing the data but at no point will you or the home be able to be identified within the research.   All tapes will be destroyed on conclusion of the study. 












I (enter name) ______________________________ agree to participate in the Focus Group as detailed above.  I understand the information gathered will be used for research purposes and my anonymity will remain.

























Appendix eight Interview schedule used in the focus group
	













Question 2	Who is involved in making decisions about the use of restraints?


Question 3	Do you see restraint being used in the home?
	Yes	No
Question 4	What types of restraint do you see being used in the home?
		




Question 6	Is / has restraint been used on your family member in the home?
	Yes	No
		
Question 7	Were you involved in the decision, was it discussed with you?
	Yes	No
		
Question 8	Was the person themselves involved?
	Yes	No

Question 9	How does it make you feel to be involved in making such decisions?
		



















Client number (not identified):
Home:
Grade of staff with whom audit undertaken:

Question 1	Is there written evidence within this client’s documentation that restraint is used?
	Yes	No
Question 2	Is there written evidence of how the decision was made to use the restraint?
Question 3	Is there written evidence of relative / carer/ patient involvement in this process?
Question 4	Is there a clear written care plan on the type of restraint used?
Question 5	When was restraint last used?
Question 6	Is there written evidence to demonstrate evaluation of the use of restraint?
Question 7	Does the documentation meet the key agreed standards?Dates / times/ black pen / patient name / number / dob
Question 8	Is there clear information about the monitoring and review mechanisms? 























Signature of  observer:

Time of observation  - morning / afternoon / night























































































































Thank you for agreeing to act as a data collector in a local research project looking at the use of restraint with the mentally ill.

	I agree to undertake data collection doing 2 phases of the study (maximum 6 shifts in total, either E only, late or  nights).

	I agree to collect the data using the proformas provided.







Senior Manager Mental Health Services 

 
I (enter name)  		, promise that I will not, either directly
Or indirectly, divulge to any person, except when lawfully authorised or directed so to do, an information which I may acquire by virtue of my employment or which may came to my knowledge through the performance of my duties.
I (enter name) ______________________________   agree to participate in the data collection as detailed above.  I understand the information gathered will be used for research purposes and my anonymity will remain.

Date:	























Appendix twelve Proposal sent to the ethics committee’s 
SUE FLEMING01.08.1961Application for PHdPart time study with The School Of Nursing &Midwifery

Mphil / PHD PROPOSAL









I am currently employed as a senior manager for mental health services in the Health and Social Services Department in Guernsey. Part of my role includes managing mental health services for older people who have mental health problems. A large part of my 26 years in nursing has been working with older people who have mental health problems and the use of restraint has always been a topic of personal interest. Having reviewed the literature closely for the last seven years there is still a huge gap in the knowledge, skill and approach to the use of restraint in practice.

Restrain can be defined as being ‘check or hold in, keep under control, repress or confine’ the concise Oxford Dictionary. Restraint can be further defined as being ’any device that limits an individuals freedom for voluntary movement’ Sullivan, Marx, 1995. Much of the literature suggests that although nurses believe in beneficence or protection from harm, this is often outweighed by the principle of autonomy and vice versa.


AIM AND OBJECTIVES OF THE STUDY 

The overall aim of this study is to undertake a case study approach to examine the use of restraint within a defined clinical area specific objectives include the following:

1. 	Examine nurses attitude regarding the use of restraint in practice

2.	Examine senior nurses attitudes regarding the use of restraint in practice

3.	Undertake observations of current practice and compare the nurses current perceptions to the current practice

4.	Undertake a training and support programme in the 3 defined clinical areas


5.	Undertake further observations of practice following the implementation of the training


6.	Examine the findings and determine if there are any changes in the clinical areas where interventions have taken place









The study will be based on a case study of a defined clinical area of 60 continuing care beds for older people with mental health problems. The methods used will utilise triangulation approaches, which will include action research and the following:

1.	A pre and post questionnaire to assess the staffs knowledge regarding the use of restraint

2.	Focus groups with the senior staff and care staff in the clinical areas to discuss current practice and a focus group with staff and carers to discuss their perspective

3.	Review of 60 clinical records of the residents in the homes

4.	Observation over a period of time to examine the practice pre interventions in all 3 areas

5.	Implementation of an educational package and additional support the 3 areas clinical areas

6.	Post observation of practice in all 3 areas

7.	Feedback and dissemination of findings to all staff within the clinical areas


KEY THEMES OF THE LITERATURE TO BE EXPLORED










	Legal and ethical issues




























Year 1 / 2





3.	Develop and implement questionnaires

4.	Develop proforma for focus groups and run focus groups

5.	Develop proforma for observation of clinical notes and clinical observations.

6.	Observe practice over a period of time

7.	Analyse and Write up data

8.	Write up introduction, literature review and methodology sections

9.	Continue with literature review

10.	Develop educational package and implement

11.	Write up approach to educational package





Year 3 / 4

1.	Continue with literature review
















RMN, RNMH, RGN, CERT MHS, DIP MGT, MHS, 








Diagrammatic representation of the literature review undertaken
                                                                                                   
Initial search revealed                N = 500 +

    Duplicates N = 350 +Eliminated exclusion criteria

                                         

                                                                                                                                                                           
Titles and Abstracts screened                  N = 150

               Excluded              N = 110Did not meet research aims
                        
                                                                       
Full text articles screened                   N = 40
                                                                                                                                                                        

              Excluded nil
                                                                                        




































	The use of restraint should always be a last resort

	De-escalation and diversional techniques should always be used to calm a situation
	
	Knowing the patient, their likes and dislikes is really important

	Good communication and team work helps









	Is the person putting themselves at risk?

	Is the person putting others at risk?

	Is the person under a legal order?









	Be in the best interests of patient/others





	Authorised by a registered nurse

	Fully assessed before use


































Appendix sixteen Copy of an example of a draft core care plan developed


Draft Core care plan (use of comfort chairs when used as restraint not for safety or comfort)


Check all aspects of comfort and needs, pain, nutrition, temperature, elimination 
Try de escalation and diversional techniques
If decision to use a chair is made implement the following guidance
Seat in comfort chair for a maximum  period of …………… at any one time
Observe pressure areas at each intervention
Observe breathing 
Observe general position and limb positioning
Ensure sheepskin / pressure blanket placed on chair
When chair in a stable position ensure breaks are put on
Observe behaviour and revert to non use of restraint
Record and sign all interventions, stating who was involved and the oucome
Seek advice from others if required
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